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Abstract 
The Behavior Analysis Services Program provides behavioral services, in the form of 
parenting classes and individualized assessments and treatments, to children and caregivers 
receiving child welfare services throughout the state of Florida.  The program has many goals, 
including decreasing placement disruptions and increasing parenting skills.  This study was a 
preliminary evaluation of the program that is now in its fourth year.  First, characteristics of 
both foster children and foster parents that were associated with differential levels of 
placement disruptions were identified.  Results identified several characteristics (i.e., being of 
a certain age, or having been in care for a certain amount of time) that may be considered risk 
factors or protective factors with regard to placement disruptions.  Second, different aspects of 
the parent training curriculum, including acquisition of parenting skills following training, 
measures of client satisfaction, and measures of attendance and attrition were evaluated.  
Results suggested that the parent training curriculum was successful in teaching parenting 
skills, and that caregivers were satisfied with the training.  In addition, caregivers who 
received incentives to attend the training or who where required to take the training displayed 
higher levels of attendance and lower levels of attrition.  Strengths and limitations of the study 
are discussed with regard to the application of Applied Behavior Analysis principles and 
methodologies, within this largely service-based program, to the evaluation and treatment of 
key issues in the realm of child welfare. 
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Chapter 1: Introduction 
1.1 Child Welfare 
 The child welfare system provides services to children who have experienced abuse, 
neglect, or both.  The purpose of child welfare in the 1930’s was to provide substitute care to 
homeless and neglected children (Woolf, 1990).  However, since the 1980’s, and the passing of 
federal laws and regulations such as the Adoption Assistance and Child Welfare Act of 1980 
(The Adoption Assistance and Child Welfare, P.L. 96-272, 1980), there has been a greater 
emphasis on preserving children’s placement with their own families.  To this end, family 
members may receive services from child welfare to address their problems while the children 
remain in their home under state supervision, or they may receive services while children 
temporarily reside in foster care.  Despite efforts to preserve original family placements, the 
number of children in foster care continues to increase, with 542,000 children being placed into 
foster care nationally in 2000 (U.S. Department of Health and Human Services, 2003).  In the 
state of Florida, 51,163 children received out-of-home care and services from October 1999 to 
September 2000 (U.S. Department of Health and Human Services, 2003). In addition to the 
emotional and physical harm caused by child maltreatment, the monetary cost of child 
maltreatment to society has been enormous.  The Urban Institute estimates that $20 billion was 
spent on child welfare services in 2000, with $9.1 million specifically for out-of-home care 
(Bess, 2002) .  Additionally, direct costs (i.e., hospitalization, mental health care systems, law 
enforcement) and indirect costs (i.e., special education, adult criminality, lost productivity) have 
been estimated at $10 and $70 billion respectively , bringing the total cost of child maltreatment 
to approximately $100 billion a year (Prevent Child Abuse America, 2001). 
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1.2 Foster Children 
1.2.1 Permanency 
Children removed from their families are placed in foster care, which has been defined as 
24-hour substitute care for children outside of their homes, including family foster homes, 
relative foster homes, group homes, emergency shelters, residential facilities, and pre-adoptive 
homes ("Code of Federal Regulations, Title 45, Volume 4, Part 1355, Sections 57.," 2003).  
Permanency, or placement into a stable family (Fein, Maluccio, Hamilton, & Ward, 1983), has 
been increasingly emphasized as the child welfare system’s top priority for children in foster 
care.  Several federal laws and regulations have been passed since the 1980’s to address 
permanency planning.  The Adoption Assistance and Child Welfare Act of 1980 set forth a 
hierarchy of desirable placements, with family reunification (when appropriate) as the most 
preferred placement, followed by adoption, and finally long-term foster care as the least 
preferred placement.  The Family Preservation and Family Support program, as part of the 
Omnibus Budget Reconciliation Act of 1993, reiterated the principles of P.L. 96-272 while 
adding funding for family preservation and family reunification (Title IV-B of the Social 
Security Act, Subpart 2, Family Preservation and Support Services; Omnibus Budget 
Reconciliation Act of 1993, P.L. 103-66,  45 CFR Part 92., 1993).  Most recently, the Adoption 
and Safe Families Act of 1997 (The Adoptions and Safe Families Act, P.L. 105-89, 1997) 
clarified and extended some policies set forth by PL 96-272, again reiterating the emphasis on 
foster care as a temporary solution and setting forth regulations to accelerate permanency 
planning through more strict time limits for conducting permanency hearings (within 12 months 
of placement into care) and concurrent case planning, which involves simultaneous planning for 
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reunification (or termination of parental rights when appropriate) with the families and adoption 
planning (in the event that parental rights be terminated).  PL 105-98 also authorizes adoption 
incentives for states. 
Studies conducted prior to the passing of PL 96-272 investigated the effectiveness of 
more local (state or regional) permanency planning initiatives.  Research focusing on initial 
placements indicated that adoption rates increased following permanency planning (Festinger, 
1975; Jones, Newman, & Shyne, 1976; Lahti, 1978), whereas reunification with families 
decreased (Festinger, 1975; Jones et al., 1976; Lahti, 1978; Maluccio, Fein, Hamilton, Klier, & 
Ward, 1980).  Success of placements has also been investigated, although often these studies 
determined success as continued placement until the end of the study period, as opposed to 
determining whether the placements continued until the children reached the age of majority 
(Seltzer & Bloksberg, 1987).  Nevertheless, results of these studies indicated that adoptions 
tended to be stable, whereas reunifications with families were less stable (Block, 1981; Fein et 
al., 1983; Lahti, 1978).  For example, Fein et al (1983) reported that only 1 of 39 adoptions 
(2.5%) had disrupted within a 12 to 16 month period, whereas 32% of the children who had been 
reunified with their families later returned to foster care.  Relatively high levels of reentry into 
care following reunification also have been reported by other researchers (17% to 25%; (Fanshel, 
1976; Sherman, Neuman, & Shyne, 1973). 
Data regarding permanency planning, exit rates, and adoption rates are reported by each 
state and summarized yearly by the Department of Health and Human Services’ Adoption and 
Foster Care Analysis and Reporting System (U.S. Department of Health and Human Services, 
2003).  In 2000, case goals for children (on a national level) included reunification (43%), 
adoption (20%), long-term foster care (9%), emancipation (6%), and other relatives, 
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guardianship, and “no goal established” (5%, 6%, and 15% respectively).  Data on adoption 
goals and successful adoptions indicated that younger children were more likely to be assigned 
the goal of adoption, and actual adoption percentages matched goal percentages for children 10 
years old or younger.  For example, children ages 6 to 10 comprised 34% of all children with an 
assigned goal of adoption in 2000.  In that same year, 35% of all children adopted were in this 
age range.  For children older than 10 years of age, an assigned goal of adoption was less likely, 
and successful adoption percentages were below goal percentages.  In addition, the percentage of 
children in each age group who were adopted (or even assigned the goal of adoption) did not 
match the number of children in those age groups in care in that same year.  For example, 18% 
of all foster children were 16 or older, but this age group represented only 2% of all children 
adopted.  In comparison, 1 to 5 year old children comprised 28% of all children in care, but they 
represented 47% of all children adopted.  Similar patterns were reported for data from the state 
of Florida (U.S. Department of Health and Human Services, 2003).   
Results of research studies evaluating the association between age at entry into care and 
children’s length of time in care have indicated that the older children are upon entering care, the 
more likely they are to remain in foster care (as opposed to receiving more permanent 
placements such as adoption;  McMillen & Tucker, 1999; Rowe, Hundleby, & Garnett, 1989).  
In addition, other researchers have reported an increase in the number of teenagers living in 
foster care, from 3% in 1962 to 25% in 1987 (Bebbington & Miles, 1989).  Studies investigating 
older children’s status upon leaving care have reported that older children often “age out” (i.e., 
they reach the age of majority while still in non-permanent placements) or they leave care before 
turning 18 through unplanned ways.  One study reported that 53% of children whose cases were 
reviewed aged out, 11% ran away, and 18% returned home (to families who had been deemed 
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inappropriate by child welfare agencies; Westat Inc, 1991).  Likewise, McMillen and Tucker 
(1999) reported that 23% of the children whose records they reviewed left care by running away 
or refusing services.  In the state of Florida, the majority of children who exited care through 
emancipation were children who were older when they entered care.  That is, younger children 
tended to leave care through permanent placements, whereas older children comprised the 
majority of children who left care only when reaching the age of majority (thus never having 
lived in long-term foster care).   
Though many other studies have found similar associations between age and length of 
time in care (McMillen & Tucker, 1999; McMurtry & Lie, 1992; Seaberg & Tolley, 1986), 
suggesting that the most ill-serviced group includes only older children, other studies have 
reported that often infants and younger children do not find permanent placements (Berrick, 
Needell, Barth, & Jonson-Reid, 1998; Schwartz, Ortega, Guo, & Fishman, 1994), while others 
spend years in foster care waiting before receiving permanent placements (Kemp & Bodony, 
2000).  Even children who are eventually adopted often spend years in non-relative foster care 
while waiting to be adopted.  Twelve percent of children adopted in 2000 waited 1 year or less, 
20% waited 1 to 2 years, 21% waited 2 to 3 years, 24% waited 3 to 5 years, and 24% waited 5 or 
more years (U.S. Bureau of the Census, 2000).     
Other factors such as race, gender, behavior, and emotional problems have been reported 
to be associated with permanency and length of time in foster care.  Several research studies 
have indicated that African American children tend to spend more time in foster care compared 
to  European-American, or Caucasian, children (Finch & Fanshel, 1985; Jenkins & Diamond, 
1985; Kemp & Bodony, 2000; Seaberg & Tolley, 1986).  Other studies have indicated that male 
children spend more time in care (Kemp & Bodony, 2000; Seaberg & Tolley, 1986).  Finally, 
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children with emotional or behavioral problems have been shown to remain in care longer than 
children without such problems (Kemp & Bodony, 2000; Landsverk, Inger, Ganger, & Newton, 
1996; Lawder, Poulin, & Andrews, 1986; Seaberg & Tolley, 1986; Thompson & Fuhr, 1992).   
Despite federal regulations that emphasize permanent placements such as reunification 
and adoptions, some researchers have suggested that permanency planning may not apply to 25% 
of children in care due to infeasibility of adoption or reunification (Fanshel, 1992).  This 
sentiment has been reiterated by several research groups (Biehal, Clayden, Stein, & Wade, 1992; 
Courtney & Barth, 1996; Delfabbro, Barber, & Cooper, 2002).  Longer-term foster care then 
becomes an appropriate option for these children (Pecora, Whitaker, & Maluccio, 1992), and the 
goal becomes stabilizing these placements and preventing deviant behavior while in care 
(Fanshel, Finch, & Grundy, 1989). 
1.2.2 Placement Stability 
Children removed from their families may reside in various types of foster placements.  
Family foster care is a home licensed or approved, and paid, by the state’s child welfare agency 
(PL 105-98).  Caregivers in family foster care typically are not the children’s relatives.  Kinship 
care (also referred to as relative placement) homes are those in which the caregivers are the 
children’s relatives.  These homes also may be licensed or approved by the state.  If relatives 
become licensed foster parents, they receive funding as any other foster parent would; otherwise 
they may receive funding from other sources or none at all (Scannapieco & Hegar, 2002).    
Treatment foster care (or therapeutic foster care) is similar to family foster care, except the 
caregivers receive additional training and funding, and often these caregivers may only have one 
foster child in their homes at any one time.  In addition, at least one caregiver is a stay-at-home 
parent (Scannapieco & Hegar, 2002).  Children who are in need of emotional or behavioral 
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treatment, but who do not meet the requirements for residential placement, may be placed in 
therapeutic foster care.  This type of placement is meant to be relatively temporary, as when the 
child’s behavior improves, they are placed back into regular family foster care.  The most 
restrictive type of placement is referred to as residential placement.  This is not a family home, 
but rather a residential institution where staff, rather than families, provide treatment.  This too is 
meant to be a temporary placement, as the goal of permanency planning is to find the least 
restrictive, permanent placement.  Once their behavior has improved, however, children must be 
stepped down into a less restrictive placement (i.e., family foster care) in which caregivers are 
not necessarily trained to provide ongoing treatment.  Thus, some of these children may get 
worse and often move back and forth between family foster care and more restrictive placements 
(Penzerro, 2003).  Research suggests that kinship placements tended to be more stable (Berrick 
et al, 1994; Dubowitz, 1997; Iglehart, 1994; Scannapico Hegar, & McAlpine, 1997; Thorton, 
1991; Wulcyn & George, 1992).  Although kinship placements are becoming a more integral part 
of the child welfare system (Scannapioco & Hegar, 2002), family foster care has been the most 
prevalent type of care since the 1960’s (Buehler, Orme, Post, & Patterson, 1987).  Placement 
stability, specifically in family foster care, has been a prevailing issue for child welfare personnel 
and researchers alike. 
Methods of investigating placement stability often are cross-sectional, in that researchers 
analyze data for a group of children at one point in time.  For example, (Pardeck, 1984) analyzed 
data on the length of time in care and number of placements for over 4,000 children in foster care 
in 1977.  Many state and national reports on children in foster care also are cross-sectional and 
conducted on a yearly basis (e.g., U.S. Department of Health and Human Services, 2003).  Less 
common are longitudinal studies, in which researchers follow a group of children through the 
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course of several months or years.  Palmer (1996) analyzed placement data for 184 foster 
children in Canada during the course of 18 months to determine the percentage of children who 
had stayed in their original placements or who had moved to other homes.  Webster, Barth, and 
Needell (2000) looked at placement histories for 5,557 foster children in California who had 
entered care before the age of 6.  Data were collected from administrative data systems at the end 
of the first, second, fourth and eight calendar years.  Often, data such as age, gender, race, reason 
for placement, case goals, number of placements, etc. may be gathered by researchers from state 
databases designed for the purposes of managing agency data or reporting to federal agencies 
(e.g., U.S. Department of Health and Human Services, 2003).  Other data, such as behavioral or 
emotional problems displayed by foster children, often are not collected by state agencies; thus 
researchers obtain data regarding behavior problems through parent or caregiver report 
(McIntyre & Keesler, 1986) or caseworker report (Pardeck, Murphy, & Fitzwater, 1985), or 
through assessments conducted during the course of the study (e.g., (Clausen, Landsverk, 
William, & Litrownik, 1998).   
In studying placement stability, researchers often identify a certain number of placements 
experienced per child as the criteria to differentiate stability versus instability.  Pardeck (1984) 
defined 1 to 2 placements as stable, and 3 or more placements as unstable.  In his sample, 78% of 
the children were stable.  Millham, Bullock, Hosie, and Haak,(1986) found that after 2 years in 
care, 56% of foster children in their sample had experienced 3 or more placements, and Kufeldt, 
Armstrong, & Dorosh (1989) found that children in their sample experienced 3 or more 
placements during an average of 4 years in care.    Other researchers have used 3 placements as 
the defining value between stability and instability (Newton, Litrownik, & Landsverk, 2000; 
Webster et al., 2000), and national goals have stated that 86.7% of all foster children should have  
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2 or fewer moves (U.S. Department of Health and Human Services, 2003).  In 2000, 84.3% of all 
foster children experienced two or fewer placements.  In 2000, 82.9% of foster children in 
Florida meet this criterion.  In the Child and Family Services Review Final Assessment (U.S. 
Department of Health and Human Services, 2001), Florida again did not meet the national 
standard (with 80.3% of Florida foster children experiencing two or fewer placements), 
prompting the authors of the report to identify placement stability as an area in need of 
improvement.   
Research on the topic of placement stability has identified demographic variables (e.g., 
age, race, and gender) associated with stability.  Webster et al. (2000) reported that 52% of the 
children in their sample demonstrated placement instability (3 or more moves after the first 
year), noting that children entering care as toddlers were almost twice as likely than those 
entering care as infants to experience placement instability.  Other researchers have found similar 
associations between age and increased risk of disruption (Berridge & Cleaver, 1987; Fratter, 
Rowe, Sapsford, & Thoburn, 1991; Rowe et al., 1989).  Studies have also demonstrated an 
association between race and placement stability.  Several studies have suggested that Caucasian 
children are more likely to experience placement instability (Pardeck, 1984; Webster et al., 
2000).  One study indicated that African American children were 25% less likely than Caucasian 
children to experience instability, and in another study male children were reported at higher risk 
for placement instability (Pardeck, 1984; Webster et al., 2000). 
Research in the area of placement stability also has identified environmental factors 
associated with stability.  Length of time in care, independent of age at entry into care, has been 
show to be a significant factor associated with placement instability.  Pardeck (1984) and  
Webster et al. (2000) found that the risk of placement instability increased once children had 
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been in care over 3 years.  Past the 3 year mark, age became a contributing factor as well.  Other 
reports have concluded that placement stability declines for children remaining in care for longer 
periods (U.S. Department of Health and Human Services, 2003).  Webster et al. (2000) reported 
that children who moved more than once in their first year in care were more likely to experience 
placement instability in later years.  Studies have also indicated that placement instability is 
associated with case worker turnover (Pardeck, 1984; Pardeck et al., 1985).  Finally, one study 
indicated that children whose initial placement reason included behavioral and emotional 
problems at home and at school experienced higher levels of placement instability (Pardeck, 
1984), and numerous studies have identified that behavior problems displayed while a child is in 
care are associated with placement instability (see Leathers, 2002; Redding, Fried, & Preston, 
2000 for reviews). 
1.2.3 Behavioral and Academic Problems 
Numerous studies have described the prevalence of behavior problems displayed by 
children in foster care.  Reviews of these studies suggest that 33% to 85% of foster children 
display emotional and behavior problems while in care (see Leathers, 2002 for a review).  In 
contrast, the prevalence of behavior problems in the general population reportedly is between 7% 
and 20% (Brandenbrug, Friedman, & Silver, 1990; Offord et al., 1987; Saxe, Cross, & 
Silverman, 1988).  One commonly cited method of measuring child behavior problems is the 
completion of the Child Behavior Checklist (CBCL; Achenbach & Edelbrock, 1983; Achenback, 
1991) by the child’s family, foster caregivers, case workers, or teachers.  One study asked foster 
parents in California to complete the Parent Report Form of the CBCL for 267 children of all 
ages who had been in care for 2 to 4 months (Clausen et al., 1998).  Seventy-five to 80% of the 
school aged children in this sample were scored in the problematic ranges behavior problem and 
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social competence domains.  Forty percent of the children ages 4 to 16 scored above the clinical 
cut-point on total behavior problems.  Other studies have reported clinical levels of behavior 
problems displayed by 35% (Dubowitz, Zuravin, Starr, & Feigelman, 1993) to 46% (McIntyre & 
Keesler, 1986) of foster children.  In contrast, the percentage of children in the normative 
population displaying clinical levels of behavior problems is 10% (Achenbach, 1991). 
Behavior problems and other academic problems displayed by foster children in school 
have also been investigated.  Results of studies indicate that the prevalence of behavior problems 
in schools displayed by foster children may be twice as high as levels of behavior problems 
displayed by the general population (Blome, 1997).  Behavior problems of foster children in 
schools has been reported by foster parents (Zima et al., 2000), teachers (Heath, Colton, & 
Aldgate, 1989), and foster children themselves (McMillen, Auslander, Elze, White, & 
Thompson, 2003).  Studies also indicate that foster children score below average in standardized 
academic tests (Colton, Heath, & Aldgate, 1995; Stein, 1997; Zima et al., 2000) and foster 
children are more likely to fail and repeat grades (Benedict, Zuravin, & Stallings, 1996; 
McMillen et al., 2003).  One study reported that 67% of the foster children in their sample had 
been held back at least one grade, compared to 25% of the comparison group of non-foster 
children (Bachman, O'Malley, & Johnston, 1978).  Some authors have suggested that school 
failure is related to placement instability (Blome, 1997; Gil & Bogart, 1982; Jones et al., 1976; 
Zimmerman, 1982).  One study reported that children who had spent the longest time in care 
were those who had also experienced more school suspensions, and placement instability was 
associated with having at least one academic skill delay (Zima et al., 2000).   
Numerous studies have reported relatively low levels of high school completion for foster 
children, ranging from 23% (Heath et al., 1989) to 31% (Scannapieco, Schagrin, & Scannapieco, 
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1995) to 54% (Cook, 1994).  Although some studies have indicated that the majority of foster 
children report plans to finish high school or take the general equivalency exam (GED; 
McMillen et al., 2003), other studies indicate foster children are less likely than non-foster 
children to complete their GEDs (Blome, 1997; Zimmerman, 1982).  Studies that have compared 
graduation rates of foster children to graduation rates of non-foster children consistently report 
that foster children are less likely to complete high school than their non-foster counterparts.  
One review article on the subject surmised that approximately 60% of foster children complete 
high school or receive their GEDs (Kerman, Wildfire, & Barth, 2002), whereas the percentage of 
children in the general population who complete high school is 86% (Children's Defense Fund, 
1986).  When asked, 70% of foster children in one study reported an intention to attend college 
(McMillen et al., 2003); however, other research studies report that foster children are less likely 
than non-foster children to be in college preparatory classes in high school (Blome, 1997), and 
foster children are less likely to go to college (Courtney, Piliavin, Grogan-Kaylor, & Nesmith, 
2001; Festinger, 1983). 
Whereas some authors have suggested that problems experienced by foster children may 
be due to placement instability in foster care (Aldgate & Hawley, 1986; Berridge & Cleaver, 
1987; Triseliotis & Russell, 1984), others have suggested that the problems faced by these 
children may be due to their histories of maltreatment, rather than their experiences in the foster 
care system (Essen, Lambert, & Head, 1976; Lambert, Essen, & Head, 1977; St. Clair & Osborn, 
1987).  However, few studies have been conducted to investigate this issue specifically.  One 
such study investigated the association between placement instability and measures of behavior 
problems for 235 foster children.  Measures of child problem behavior on the CBCL were 
obtained at the beginning of the child’s foster placement, and then again 4 and 8 months later 
 13 
(Barber & Delfabbro, 2003).  Seventy-five percent of the children remained in care by the 8th 
month; these children were then separated into groups of foster children whose placements 
remained stable versus those whose placements disrupted during their time in care.  Scores on 
the CBCL tended to be highest for those foster children who experienced placement instability 
throughout testing.  Specifically, children who later had more unstable placements tended to 
display higher levels of behavior problems upon entering care.  On the other hand, children who 
experienced placement instability did not show any higher levels of behavior problems after 
being in unstable care for 8 months.  Though the results of this study suggest that placement 
instability did not adversely affect these foster children, it is important to note that many foster 
children remain in care for much more than the 8 months investigated here.  Another study 
followed 415 foster children from the time they entered care to 18 months later (Courtney et al., 
2001).  Children were separated into two groups based on scores on the CBCL at the time they 
entered care: one group who scored below clinical cut points on the CBCL, and a second group 
who had scored above the cut point on the internalizing behavior, externalizing behavior, or total 
behavior problems scales.  The researchers then compared the number of placements of the two 
groups.  The researchers found that children who experienced more placement instability were 
those who had scored above the clinical cut point on the externalized behavior scale during the 
first administration of the CBCL.  Children who had originally scored below all clinical cut 
points on the CBCL, and who later experienced placement instability, were more likely to score 
above the cut point on one or more of the CBCL scales when tested again at 18 months.  These 
authors suggested that problems experienced by these children may have been associated with 
both preexisting problems due to maltreatment and their experiences in the foster care system.  
Though this issue remains largely unresolved, it seems clear (given the plethora of studies 
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indicating the frequency and variety of problems experienced by foster children) that foster 
children are in need of services to address these behavioral and academic problems. 
Ideally, services provided to families would successfully preserve original families, yet 
the research reviewed here suggests that many children reside in long-term foster care, either 
without ever receiving permanent placements or while waiting years for adoption or 
reunification.  While in care, these children display a host of emotional, behavioral, and 
academic problems.  In addition, foster children may experience high levels of placement 
instability.  Given the emphasis on removal as a final resort, the children who end up in foster 
care tend to be those with the worse histories of maltreatment and often need the most treatment 
themselves (Woolf, 1990).  Public Law 96-272 also emphasizes that children should be placed in 
the least restrictive environment; therefore, children in need of more intensive services to address 
emotional and behavioral difficulties are moved out of residential or therapeutic foster care as 
soon as possible.  As a result, foster children with continuing behavioral, emotional and 
academic problems are placed with family foster care parents who may not be prepared to deal 
with such problems. 
1.3 Foster Parents 
There were approximately 155,355 non-relative family foster homes in the United States 
in 2000 to serve 568,000 children in foster care (U.S. Department of Health and Human 
Services, 2003).  In the state of Florida, there were approximately 4,242 family foster homes,  to 
serve 35,163 foster children (U.S. Department of Health and Human Services, 2003).  Although 
there has been an increase in the use of kinship care, there remains a chronic shortage of foster 
care families (U.S. Department of Health and Human Services, 1993).  Research and agency data 
have indicated that many families quit after their first year as foster parents (Chamberlain & 
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Moreland, 1992; United States General Accounting Office, 1989); thus retention efforts have 
been the focus of many research studies involving foster parents (Cox, Buehler, & Orme, 2002). 
Studies investigating factors that influence satisfaction with fostering and foster parent 
retention often have done so by obtaining self-reports from current foster parents, former foster 
parents, or both.  These studies have identified several agency characteristics associated with 
satisfaction and retention.  Agency characteristics and supports associated with lower levels of 
satisfaction and retention have included inadequate delivery of agency services (Baring-Gould, 
Essick, Kleinkauf, & Miller, 1983), excessive agency “red tape” (Denby & Rindfleisch, 1999; 
Rindfleisch, Bean, & Denby, 1998), unsatisfactory working relationships between social workers 
and foster parents (Fisher, Gibbs, Sinclair, & Wilson, 2000), insufficient funding provided by the 
agency (Chamberlain & Moreland, 1992; Hudson & Levasseur, 2002), and insufficient respite 
provided by the agency (Hudson & Levasseur, 2002).  In addition, numerous studies have noted 
that child behavior problems also negatively influence foster parent retention (Hampson & 
Tavormina, 1980; Zlotnick, Kronstadt, & Klee, 1999).  Lack of training to handle such problems 
also has been cited as a significant predictor of dissatisfactions with foster care (Baring-Gould et 
al., 1983; Urquhart, 1989), whereas adequate training has been reported to contribute to higher 
levels of foster parent retention (Boyd & Remy, 1979; Urquhart, 1989). 
Child behavior problems, insufficient foster parent training, and inadequate agency 
support have also been shown to influence placement disruptions (or placement “breakdowns”) 
which involve unplanned removals of children from foster care (Boyd & Remy, 1979; Urquhart, 
1989).  Placement disruptions at the request of foster parents frequently are associated with child 
behavior problems (Stone & Stone, 1983), often following a period of stressful events that have 
gone unaddressed by the agency (Aldgate & Hawley, 1986).  Strong relationships between foster 
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parents and agency workers have been found to be predictive of stable placements (Donley, 
1978; Redding et al., 2000). 
Certain characteristics of foster parents or foster homes also have been shown to be 
associated with placement disruptions.  One study reported that single parents were more 
successful at maintaining placement than couples, and older couples ages 45 to 55 were more 
successful than younger couples (Redding et al., 2000).    Several studies have found that 
placement disruptions decreased as foster parents became more experienced (Berridge & 
Cleaver, 1987; Boyd & Remy, 1979).  Again, these studies compared groups of parents of 
different ages, and none followed a group of foster parents through time as they became more 
experienced.  Research studies also have found that increased numbers of children in the home 
increased the behavior problems displayed per child (Smith, Stormshak, Chamberlain, & 
Whaley, 2001), as well as increased placement disruptions per child in the home (Berridge & 
Cleaver, 1987; Parker, 1966). 
One common theme reiterated by many studies with regard to foster parent satisfaction, 
retention, and placement success has been the need for specialized foster parent training.  Foster 
parents often report a need for training to handle child behavior problems (Hudson & Levasseur, 
2002; Kriener & Kazmerzak, 1994; Pardeck et al., 1985; Redding et al., 2000).  In addition, 
several studies have reported the need for behavioral parent training in particular (Kriener & 
Kazmerzak, 1994; Rodwell & Biggerstaff, 1993); including training in behavior modification 
that leads to rapid behavior change (Baker, 1989). 
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1.4 Parent Training 
1.4.1 Behavioral Parent Training 
 Behavioral parent training typically involves training on the principles of applied 
behavior analysis to change parent behavior and child behavior (Corcoran, 2000).  At the heart of 
behavioral parent training rest the principles of operant conditioning (Skinner, 1938).  Since 
the1960’s, suppression of undesirable behavior was the predominant means of behavior change 
(Mullen & Scotti, 2000); however, more recent behavioral parent training has focused on 
increasing appropriate behavior through the use of positive attention and other reinforcers 
(Lochman, 2000).  Behavioral parent training programs may vary on a number of dimensions, 
including the general focus of the training and the evaluation of program effectiveness, and the 
method of information delivery. 
1.4.1.1 Training Focus 
Behavioral parent training programs may be divided into one of two types, depending on 
the focus of the training program.  Authors have referred to “parent-focused” training when 
describing programs that teach parents general (i.e., not child specific) skills to address child 
problem behavior, whereby all parents receive the same instruction (Mullen & Scotti, 2000).  
This type of parent training has also been referred to as a “skill building model” (Dangel, Yu, 
Slot, & Fashimpar, 1994).  Alternatively, a “child-focused” training approach focuses more on 
the assessment and treatment of individual child behavior problems, followed by parent training 
on that specific intervention (Mullen & Scotti, 2000).  This type of parent training has also been 
referred to as an educative approach or problem focused approach (Dangel et al., 1994). 
Several research groups have utilized a parent-focused training approach to address the 
behavior problems of young children (e.g., Forehand & McMahon, 1981; Webster-Stratton, 
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1984; Webster-Stratton, 1994).  Generally these training packages have first focused on 
developing positive interactions between parents and children during play sessions.  During these 
sessions, parents reinforced appropriate behavior and ignored minor inappropriate behavior.  
These sessions were designed to increase the parent as a source of positive reinforcement.  Next, 
demand sessions were conducted during which parents received training on appropriate delivery 
of demands and descriptive praise for compliance (e.g., Bernhardt & Forehand, 1975).  In 
addition, punishment procedures (such as time-out) were implemented contingent on 
noncompliance (Mullen & Scotti, 2000).  Although many research studies on parent-focused 
training have concentrated on building positive relationships through positive interaction 
training, or play therapy (McNeil et al., 1991; Schuhmann, Foote, Eyberg, Boggs, & Algina, 
1998), at least one research study found that play therapy alone did not address child problem 
behavior; furthermore, training that specifically addresses methods to decrease inappropriate 
behavior and increasing appropriate behavior was necessary to produce desired changes in child 
behavior (Eisenstadt, Eyberg, McNeil, Newcomb, & Funderburk, 1993).  
Child-focused parent training has been particularly popular in applied behavior analysis 
work with children with developmental disabilities or behavior disorders.  The focus of this type 
of training has been the identification of the variables maintaining problem behavior through 
functional assessment (Iwata, Vollmer, & Zarcone, 1990), and the identification of functionally 
equivalent replacement behavior (Mullen & Scotti, 2000).  Assessment and treatment sessions 
often have been conducted by the behavior analysts, and parent training of successful 
interventions followed (Marcus, Swanson, & Vollmer, 2001; Vollmer, Marcus, & LeBlanc, 
1994).  Researchers have also demonstrated that under behavior analyst supervision, parents 
correctly conducted assessment and treatment sessions (Cooper, Wacker, Sasso, & Reimers, 
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1990).  Child focused training may be particularly valuable in identifying common general 
recommendations that may be inappropriate given the function of specific child behavior (Sisson 
& Taylor, 1993).  For example, planned ignoring may be contraindicated for behavior that occurs 
in a demand situation and is maintained by escape from demands.  On the other hand, child-
focused training often depends on assessments best suited for high frequency behavior (that may 
be repeatedly observed during relatively short [5 to 10 minute] sessions); thus behavior such as 
lying, stealing, drug use, etc. may not be amenable to typical functional analyses (Van Camp, 
Borrero, & Vollmer, 2003). 
 Child-focused parent training programs often have demonstrated training effectiveness 
through changes in child and parent behavior as directly observed by the clinician or researcher 
(e.g., Cooper et al., 1990; Marcus et al., 2001).  In these studies, single-subject designs have been 
most common.  Parent-focused parent training programs, particularly those described by 
Webster-Stratton, Eyberg, and Forehand, usually have demonstrated improvements in child 
behavior through parent and teacher reports, and permanent products such as school records 
(Eyberg, 1988; Forehand & McMahon, 1981; Webster-Stratton, 1984; Webster-Stratton, 1994).  
Other researchers have used a combination of direct observation and behavior rating scales to 
evaluate training effectiveness (McNeil et al., 1991; Schuhmann et al., 1998). Some parent-
focused training programs have compared measures of behavior change for children whose 
parents received training versus a wait-list control group (Schuhmann et al., 1998), whereas 
others have measured child and parent behavior prior to and following training (Eisenstadt et al., 
1993).  Generally, the parent training programs described here have reported success in 
producing desired changes in both parent and child behavior that were specifically targeted by 
the training.   
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Some authors have discussed that parent focused training may not always address 
antecedents and consequences contributing to the occurrence of children’s specific behavior, and 
thus may not provide the skills necessary to produce desired behavior change (Mullen & Scotti, 
2000).  Other authors have suggested that child-focused approaches address only the current 
problem, and necessary skills to address other behavior problems displayed by the target child or 
other children are neglected (Dangel et al., 1994).  Consequently, some authors have called for 
an integration of the parent-focused and child-focused approached (Mullen & Scotti, 2000). 
1.4.1.2 Modes of Training  
 Studies evaluating the relative effectiveness of group versus individualized parent 
training typically have been parent-focused.  Such studies have provided training on general 
coping and problem solving skills (Cunningham, Bremner, & Boyle, 1995), and positive 
interaction skills and compliance training (Eyberg & Matarazzo, 1980), and the training material 
provided has been the same whether delivered to a group or an individual parent.  Results of one 
study indicated that parent training provided to groups of parents was more effective in reducing 
child problem behavior compared to individualized clinic-based training (Cunningham et al., 
1995).  In addition, the same authors reported that group training was 6 times more cost-
effective.  Others have also reported the cost-effective benefits of group training (Cunningham et 
al., 1995).  Group training also allows for peer support, which also has been shown to increase 
engagement (Webster-Stratton, 1998).  On the other hand, individualized training allows for the 
inclusion of family members who cannot attend classes and provides greater privacy (Golding, 
2000).  Some studies have reported no differences in parent-reported levels of child behavior and 
knowledge of behavior principles in training provided to groups versus individuals (Kovitz, 
1976), whereas another study found that parents who received individualized training involving 
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observation and feedback during parent-child interactions showed larger improvements in 
positive interaction skills compared to parents who received only group instruction (Eyberg & 
Matarazzo, 1980).   
Such differences in the relative effectiveness of group versus individualized training 
programs may be related to the types of procedures used during training.  Several studies have 
reported success in producing desired behavior change (on the part of parents and children) when 
using modeling, role-playing, and feedback (e.g., Coombs, Santana, & Fawzy, 1984; Ducharme, 
Atkinson, & Poulton, 2000; Pisterman & Firestone, 1992; Vollmer et al., 1994; Webster-Stratton, 
1998).  Evaluations on the relative effectiveness of different types of training procedures also 
have been conducted.  Some studies have found modeling and role-playing to be more effective 
in changing parenting behavior than written manuals or lecture style training alone (Feldman, 
Case, Rincover, & Towns, 1989; Flanagan, Adams, & Forehand, 1979; Nay, 1975; O'Dell, Krug, 
Patterson, & Faustman, 1980; O'Dell et al., 1982).  The relative effectiveness of modeling and 
role-playing in changing parent behavior has been demonstrated in both parent-focused and 
child-focused training programs (Hudson, 1982; Lerman, Swiezy, Perkins-Parks, & Roane, 
2000; Nay, 1975; Rickert, Sottolano, Parrish, & Riley, 1988).  In one discussion article, the 
author highlighted the potential value of role-playing in foster parent training, during which 
foster parents would describe how they would deal with child behavior as acted out by the trainer 
(Duclos, 1987).  Such role-playing might include descriptions of the situations, the child’s 
behavior, the adult responses, and probable goals of the behavior.  Finally, feedback (provided to 
parents during skills demonstrations or during parent/child interactions) has also been identified 
as a particularly effective tool in parent training (Doleys, Doster, & Cartelli, 1976; Sanders, 
1982).  The type of assessment used to evaluate training effectiveness may also greatly influence 
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the result of such comparisons.  For example, Flanagan et al. (1979) found that written 
presentation, lecture, videotape modeling and role-playing modes of training produced similar 
improvements on a questionnaire that assessed knowledge of the training materials, whereas 
modeling was found to be more effective than the other modes of training when parent behavior 
was assessed during skills demonstrations (in which parents had to describe how they would 
react in certain situations), and during observations of the parents implementing new parenting 
skills with their children. 
In summary, numerous studies have demonstrated the effectiveness of behavioral parent 
training.  Parent-focused and child-focused training each have their pros and cons, as do group 
training versus individualized training methods of parent education.  Evidently, more interactive 
modes of training (i.e., those which involve modeling, role-playing, and feedback) are more 
effective than more passive modes of training (i.e., those involving reading materials or lectures 
only).  The degree to which behavior parent training incorporating these effective training 
methods has been provided to foster parents will be discussed next. 
1.4.2 Foster Parent Training 
 Several states, including Florida, require new foster parents to complete a Model 
Approach to Partnerships in Parenting course (MAPP; Puddy & Jackson, 2003).  The MAPP 
curriculum has its roots in the Nova Foster parent Selection and Training program evaluated in 
one area of Florida in the late 1970’s (Simon & Simon, 1982).  Training in the Nova program 
included information on: a) the foster care system, b) the effects of separation trauma on foster 
children, c) ways to incorporate children into foster families, and d) ways to deal with problem 
behavior displayed by foster children.  Details regarding the behavior management portion of 
this training were not provided in this study; however, the authors reported that the training was 
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associated with lower behaviorally based placement disruptions (i.e., disruptions at the request of 
foster parents due to child problem behavior).  Whereas 21% of removals from untrained homes 
were due to child problem behavior, only 9.4% of removals from trained homes were due to 
child problem behavior.  In addition, general placement failure (for any reason) was lower for 
trained homes (11.1%) compared to the failure rate of untrained homes (22.6%). 
 MAPP training was introduced in 1985 and quickly adopted by several states (Lee & 
Holland, 1991).  MAPP training incorporated training elements from the Nova program, and in 
addition included information regarding the rights and obligations of foster parents, the 
importance of reunification with birth parents, and the foster parent’s role in the reunification 
process.  The original curriculum consisted of 10 sessions, most of which focused on issues 
within the foster care system, and issues regarding emotional needs of foster children with regard 
to dealing with loss, attachment difficulties, and reunification concerns.  One session was 
allocated to behavior management, with an emphasis on nonphysical discipline.   
Lee & Holland (1991) conducted the first published study on the effectiveness of MAPP 
training.  Their study measured foster parent responses on instruments designed to determine the 
parents’ values on physical punishment and empathy towards children’s needs.  These 
instruments were administered to a group of 17 parents who completed MAPP training (both 
before and after training) and also to a group of 12 non-trained parents.  No statistically 
significant differences were found between the two groups, and no significant improvements 
were found on post-training measures for the trained group.  The authors suggested that the basis 
for MAPP training assumptions regarding foster parenting were not validated by research, and 
thus were not surprisingly ineffective in improving parenting skills (Lee & Holland, 1991). 
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 A second evaluation of MAPP training was conducted by Puddy and Jackson (2003).  
The version of the MAPP curriculum they assessed had undergone minor revisions in that the 
goals and objectives were more clearly delineated (although the curriculum covered the same 
general topics as the previous version).   Researchers devised a questionnaire to assess the foster 
parent’s skills regarding the specific goals of MAPP, which included questions regarding 
assessment of child behavior, communication, ways to increase good behavior, appropriate use 
of time-out, ways of stopping bad behavior, and dealing with emotions.  In addition, parents 
viewed videos of parent/child interactions and were asked to rate the appropriateness of the 
parent’s (i.e. actor’s) behavior.  The assessments were administered to 62 parents both before 
and after the completion of MAPP training, and to 20 untrained parents.  Trained parents showed 
significant improvements on only 4 of 12 MAPP goals; however, no improvements were 
reported on goals related to child behavior.  The goals on which parents improved regarded 
foster parent’s roles within the agency, informed decisions to become foster parents, and 
knowing one’s own family.    In addition, trained parents improved only on 13% of the parenting 
skills measured.  Although trained parents did show improvements in using punishments, they 
did not show improvement in knowing how to increase desirable behavior using positive 
reinforcement.  The authors concluded that MAPP training may be most useful as a decision 
making tool to clarify the roles and responsibilities of foster parents (a topic that has been 
identified as an important issue in child welfare; (United States General Accounting Office, 
1989).  However, MAPP training may not provide adequate training in dealing with child 
problem behavior (Puddy & Jackson, 2003). 
 A literature search for research detailing foster parent training with a focus on behavior 
management resulted in only a handful of studies.  Nevertheless, these few studies suggest that 
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behavioral parent training is effective in improving foster parenting skills.  In one study, 7 foster 
parents received 4 sessions of lecture style parent training in groups, during which concepts of 
reinforcement, punishment, behavior change programs, and data collection were taught (Penn, 
1978).  Following the initial 4 sessions of training, parents were divided into two groups 
depending on the age of the children in their homes.  Training with an emphasis on behavior 
problems of parents’ foster children continued for 3 to 4 weeks for each group of parents.  
Measures of child behavior were obtained through parent completion of the Child Behavior 
Inventory administered both before and after training.  The authors reported that of the 158 
behaviors identified as problematic by parents, 131 had improved following training.   
Another study evaluated the effectiveness of a highly scripted 10 week group parent 
training course, which addressed social reinforcement, analyzing interactions, active listening, 
point systems, and data collection and analysis (Hawkins, Meadowcroft, Trout, & Luster, 1985).  
Over the course of 4 years, over 100 children were placed with therapeutic foster parents who 
received this training.  These foster parents kept a log of daily events to report on the child’s 
behavior, as well as their own.  In addition, foster parents were directly observed utilizing the 
skills taught during the training.  Evaluations of parenting skills (both self-reported and 
observed) and attendance to in-service meetings were conducted frequently, and enhanced rates 
were provided for those parents who received excellent evaluations.  The vast majority of 
therapeutic foster parents received high marks on their evaluations, and success in reducing child 
problem behavior was identified as successfully discharging children to less restrictive settings 
(i.e., regular family foster care).  In addition, when asked about the parent’s performance, foster 
children rated foster parents favorably on questions related to the effectiveness of the parent in 
teaching the children the best way to do thing and setting a good example.  Other programs 
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which provided group behavioral parent training to therapeutic foster parents have been found 
effective in reducing placement breakdowns (Baker, 1989; Dawson, 1989). 
In one study, the relative effectiveness of group training versus individualized in-home 
training provided to foster parents was evaluated.  Nine parents received group training and 9 
received individualized training.  Eight parents chose for themselves the type of training that 
would be best for them.  While some parents reported issues with transportation and convenience 
in requesting individualized services, other parents reported wanting group interactions and input 
from other foster parents.  Both groups received approximately 6 hours of training.  In-home 
training focused on identification of individualized child problem behavior and training on 
behavior plans tailor made to address those problems.  The trainer observed parent/child 
interactions and provided feedback on the implementation of treatment.  In addition, 24-hour a 
day emergency assistance was provided via phone consultation.  Group training sessions 
included didactic instruction, followed by discussion and group designed interventions for 
individual child problem behavior.  Role playing and modeling with trainers were also included.  
Structured and open-ended questionnaires assessing the attitude of the parents, knowledge of 
behavioral techniques, and ratings of the severity and improvements in child behavior were 
administered before and directly following training, and again at a 6 month follow-up.  In 
addition, post training questionnaires regarding the effectiveness of training were administered.  
The authors reported that both types of training were associated with increased knowledge and 
use of behavior principles, improvements in ratings of child behavior, and increased positive 
parenting attitudes.  Parents receiving in-home training rated child behavior as more improved, 
while parents receiving group training had higher attitude scores.  Thus, although both training 
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methods produced desired changes in child and parent behavior, there may be some benefits 
specific to each type of training, and a combination of both training may be most beneficial. 
 Two studies have evaluated the effectiveness of combined group and individualized 
behavioral parent training for foster parents.  In one study, a 16-week curriculum that addressed 
communication skills, behavior management, and conflict resolution was supplemented with bi-
weekly in home visits (Cobb, Leitenberg, & Burchard, 1982).   In-home visits consisted of 
reviewing skills taught during group training and addressing specific child behavior problems.  
Parent behavior was measured during role plays in which parents were asked how they would 
respond to specific situations.  These role-plays included situations whereby the “child” (as acted 
out by the trainer) engaged in inappropriate behavior, as well as behavior that indicated the child 
was sad or otherwise in need of emotional support.  Parent responses were evaluated both before 
and after the completions of training, and these responses included the use of accusative 
questions, information seeking questions, empathetic statements, compromising statements, 
problem solving statements, and both positive (e.g., praise) and negative (e.g. threats, demands, 
disparaging remarks) statements.  The authors reported that training improved parent behavior 
across communication skills, behavior management skills, and conflict resolution skills. 
 Another study described intensive group and in-home training provided to therapeutic 
foster parents with children displaying emotional and behavioral problems (Kraus & Fredericks, 
1987).  During the first day of group training, parents received instruction on behavioral data 
collection, data analysis, and general behavior management procedures.  Behavior management 
procedures to address minor problem behavior included: a) reinforcement for compliance, and 
arrangement of natural consequences for noncompliance, b) ignoring of tantrums, screaming, 
whining, complains, etc, and reinforcement for appropriate behavior in the absence of such 
 28 
problem behavior, c) separation of children (from social groups) contingent on aggressive 
behavior (including stealing, lying, physical aggressions, and property destruction) and 
reinforcement for appropriate social behavior, and d) ignoring of self-stimulatory behavior.  In-
home visits conducted weekly involved formal behavior intervention plans to address more 
severe child behavior problems.  Data collection on parent report of child behavior began during 
pre-treatment baseline and continued throughout training.  Additional assistance was provided 
through services in the schools and other settings, and an on call emergency system.  During its 
first year in operation, the training program produced improvements in child behavior with all 
targeted children, although data for only three children were presented.  Average post-treatment 
levels of problem behavior such as interrupting, whining, self abuse, compliance, inattentive 
behavior, aggression, tantrum behavior, and arguing decreased below baseline levels for these 
three children. 
 The successful behavioral parent training programs described here have been conducted 
with small groups of foster parents, and often these parents were therapeutic foster parents who 
receive additional funding and training to handle children with behavior problems (Meadowcroft, 
1989).  Large scale training programs for regular family foster care parents have been limited to 
MAPP training, which some authors describe as ineffective in teaching parents behavior 
management skills (Lee & Holland, 1991; Puddy & Jackson, 2003).  The need for wide-spread 
behavioral parent training programs seems crucial to efforts aimed at decreasing placement 
disruptions associated with foster parent’s lack of skills in dealing with foster child behavior.   
1.5 The Behavior Analysis Services Program in Florida 
 Over the past 15 years or more, Behavior Analysts have provided behavioral services to 
individuals with developmental disabilities through the Developmental Services Program of the 
 29 
Florida Department of Children and Families.  Florida laws and statutes were written to oversee 
the implementation of behavioral services within the Developmental Services Program, and these 
statutes included a certification process to ensure the qualifications of those Behavior Analysts 
providing services to individuals with developmental disabilities ("Florida Statues, Section 
393.17," 2001).  Despite the pervasive use of behavior analysis in the Developmental Services 
Program, no other Program within the Department of Children and Families included behavior 
analysis services until recently. 
 In 1994, Mike Stoutimore, Ph.D., a Florida Certified Behavior Analyst, was hired to 
provide behavior analysis services to foster children living in the Tampa Bay area.  Dr. 
Stoutimore developed competency-based training and in-home services to caregivers of foster 
children, including child welfare staff and foster parents.  In July of 1996, five additional 
Behavior Analysts were hired, and a comprehensive training curriculum was developed and 
implemented.  In addition, intensive behavioral interventions were developed for 7 foster 
children residing in residential placements.  These interventions were successful in moving these 
children into less restrictive placements, resulting in a cost saving of over $300,000 over the 
course of 15 months (Williams, 2003).  
 In 2000, the Florida Legislature established the statewide “Behavior Analysis Services 
Family Safety Program” to provide behavioral parent training and support to caregivers of foster 
children.  From 2000 to June of 2004, the office of Family Safety established contracts with the 
University of Florida and the University of South Florida to manage behavior analysis services in 
12 of the 15 districts in Florida, with the 3 remaining districts establishing administrative 
procedures through independent lead agencies or district Family Safety programs.  As of July 
2004, the provision of foster care services was turned over to community based care agencies, 
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with each of the 15 districts being served by independent lead agencies.  The University of 
Florida now oversees behavior analysis services in 8 of the 15 districts, and the University of 
South Florida now oversees the remaining 7 districts. 
Each district employs one Senior Behavior Analyst and three Behavior Analysts.  In 
addition, each University is lead by one or more Principle Investigator(s), and one or more 
Program Coordinators, who may share the supervisory responsibilities in the areas of program 
development, program management, and research and grant writing initiatives.  All Behavior 
Analysts must receive Florida or Board Certification in Behavior Analysis within 15 month of 
being hired.   
 The overriding goal of the Behavior Analysis Services Project is to decrease placement 
disruptions experienced by foster parents.  To this end, the primary tasks of the Project include: 
a) providing performance-based parent training to caregivers of children in care, including foster, 
adoptive, and biological parents, and child welfare staff, and b) providing individualized 
assessments and treatments to address severe child behavior problems.  Working under the 
assumption that child behavior change would best be accomplished through the training of 
caregivers in the techniques of behavior analysis, the focus of the statewide project is a 10-week 
(30-hour), performance-based behavioral training program.  The training curriculum, “Tools for 
Positive Behavior Change,” which had been field tested during the initial pilot project in 1996, 
currently is implemented throughout the state of Florida.  Briefly, this curriculum focuses on 
teaching positive behavior management techniques through didactic lectures, modeling, role-
plays, and feedback.  In addition to 9 general intervention techniques, referred to as “tools,” 
basic data collection skills and the principles of behavior analysis are taught.  Classes emphasize 
the demonstration of parenting skills through role-plays, during which Behavior Analysts play 
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the role of the child and caregivers demonstrate the use of newly learned skills.  Parenting skills 
are assessed prior to training, and again following completion of training.  One measure of 
program effectiveness is improvements in parenting skills as measured during role-plays in class.  
Additional services include weekly in-home visits offered to caregivers during the 10-week 
course, and for a minimum of 10 additional weeks following the course.  During in-home visits, 
Behavior Analysts review skills learned in class, provide feedback for the implementation of 
these skills as displayed by caregivers in naturalistic situations, and provide individualized 
assessment and treatment recommendations to address specific child behavior problems.  Finally, 
Behavior Analysts may also provide behavioral services to other caregivers of the foster child, 
including teachers, daycare personnel, etc, and on-call emergency services are available 24-hours 
a day, 7 days a week.  Although these services are available to any caregiver who takes the 
course, not all choose to participate.   
A second, indirect measure of program effectiveness focuses on placement disruptions.  
Any positive effects of training on placement disruptions would mostly likely be to decrease 
behaviorally based placement disruptions only (those disruptions due to a child’s behavior 
problem), as opposed to desired changes in placement due to a change in the child’s 
circumstances, such as reunification with their parents.  However,  the Florida Department of 
Children and Families does not collect information regarding the specific reasons for each 
placement change.  Thus, data regarding behaviorally based placement disruptions, as a specific 
type of placement change, are not available.  Consequently, evaluations of effectiveness in 
reducing placement disruptions currently are limited to evaluating all placement changes. 
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1.6 Purpose 
The Florida Behavior Analysis Services Program is the first large-scale application of 
behavior analysis services to foster parents and foster children.  The effects of the program were 
evaluated on two levels.  First, evaluations (or risk assessments) of those factors associated with 
placement disruptions were conducted.   Second, evaluations of the training curriculum were 
conducted and included analyses of changes in parenting behavior, and issues related to 
attendance to training and satisfaction with the training. 
  Risk assessments included two separate evaluations of risk factors associated with 
placement disruptions: a) one focusing on foster child characteristics, and b) a second focusing 
on foster parent characteristics.  Child related characteristics of interest include age, gender, race, 
length of time in care, current placement, number of caseworkers, disability, and reason for the 
initial removal from their biological families.  Foster parent characteristics of interest include 
age, gender, race, marital status, number of foster children in the home at any one time 
(capacity), and length of time fostering.   
In addition, trends in placement disruptions over time were evaluated for both foster 
parents and foster children (i.e., longitudinal analyses).  Although several studies described 
above have suggested that placement disruptions increase during the course of a child’s stay in 
care, few studies have examined placement disruptions of individual children over time.  
Likewise, studies described above have suggested that foster parents experience fewer placement 
disruptions over time as they become veteran foster parents.  Again, these studies have only 
compared groups of foster parents with differing length of experience, and have not examined 
patterns in placement disruptions over time for individual foster parents.   
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Second, the effects of the foster parent training curriculum on parenting skills were 
evaluated.  The first evaluation focused on an analysis of tests scores on the various role-plays 
conducted before training and at the completion of training.  Next, data on parental ratings of 
satisfaction were gathered and summarized.  Finally, evaluations of attendance and attrition 
levels, and factors that may influence attendance and attrition, were also conducted.   
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Chapter 2: Foster Child Risk Assessments and Trend Analyses 
2.1 Methods 
2.1.1 Data Collection and Participants 
Data included in the risk assessments and trend analyses were collected from two major 
sources: a) HomeSafenet (HSn), Florida’s state-wide database for information regarding foster 
children and their families, and b) Integrated Child Welfare Services Information System 
(ICWSIS), Florida’s state-wide database for information regarding foster children’s placement 
histories and foster parent’s placement histories.   
Data from HSn were collected in two ways.  First, reports were generated that provided 
listings of foster children and caregivers in each district independently, either on a weekly basis 
or on a monthly basis.  Weekly listings included the following information: child name, length of 
time in care (since the most recent removal from the home), number of placements (since the 
most recent entry into care), and age.  Monthly listings included the following information: child 
name, date of birth, gender, disability indicator (whether the child had been identified as having a 
disability), placement type, and count/no count (an indicator identifying the record as one that 
may be counted in data summaries submitted to other agencies).  Weekly listings were generated 
for an entire month, and the duplicate entries were filtered out.  That is, if children appeared 
more than once on the list, their most recent data were included in the analysis, and older, 
duplicate data were deleted.  This combined list was then matched to the monthly listing, 
resulting in one Excel file containing all of the relevant child information for children in out-of-
home care within a certain month, in a certain district.  Data were gathered across three different 
districts (Districts 3, 12, and 13), and across four different months (March, June, September, 
December) of the year 2003.  Data were gathered from these months in order to obtain a 
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representative sample from each of 4 annual quarters (3-month intervals); and for consistency’s 
sake, the final month of each quarter was selected.  Preliminary data analyses suggested that the 
results of the risk assessments calculated for each district and each month separately yielded 
comparable results; thus, these data sets were combined (across districts and months), and 
duplicate entries were filtered out.  A total of 4,233 children were included in the first risk 
analysis, which included the following factors of interest: number of placements, length of time 
in care, age, gender, race, and current placement. 
Second, HSn records containing additional data were obtained by searching individual 
records.  Access to individual case records was more limited (in comparison to the generated lists 
described above), and the process for gathering these data was arduous and time-consuming.  
Thus, data were gathered from a relatively smaller sample of the population and from one 
particular district only (D 13).  These children were selected by first generating a list of children 
in out-of-home-care in July 2004.  From this list, 200 children who had been in care for at least 
one year were randomly selected for inclusion in both the second risk assessment and placement 
trend analysis.  All available data for these children were gathered from HSn between July and 
August, 2004.  Data gathered for the second risk assessment included the number of case 
workers assigned, the specific type of clinical disabilities diagnosed, and the primary reason the 
child was removed from their families.   
Data for the placement trend analysis were gathered from ICWSIS for the same 200 
children selected for the second risk assessment.  Children who had been in care less than one 
year were excluded from this analysis due to the relatively short length of time and low number 
of placements typically experienced during this first year.  Each child case record consisted of a 
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listing of placements (i.e., the name of the foster parent), and the placement begin and end dates.  
These listings were imported into Excel and subjected to analysis as described below. 
2.1.2 Data Analyses 
The evaluation of factors associated with increased or decreased risks of placement 
disruptions focused on two dependent variables: a) the rate of placement disruptions, and b) 
whether the children had experienced 3 or more placement disruptions, which is considered by 
many researchers and the federal government to be placement instability (Kufeldt et al., 1989; 
Millham et al., 1986; Newton, Litrownik, & Landsverk, 2000; Pardeck, 1984; U.S. Department 
of Health and Human Services, 2003; Webster et al., 2000) 
The evaluation of factors associated with increased or decreased risks of placement 
disruption (rate) and placement instability (3 or more placements) was carried out by calculating 
risk ratios.  Risk ratios were based on the comparison between the unconditional probability of 
placement disruption and instability to the conditional probability of placement disruption and 
instability, given the presence of certain factors (i.e., age, gender, etc).  For the dependent 
variable of rate of disruptions, the unconditional probability of placement disruption for any 
given foster child on any given day was first calculated by dividing the number of placements 
experienced by each child by the length of time (in days) spent in foster care.  This produced the 
average number of placement disruptions per day per child.  This value was averaged across all 
children included in the analysis, producing the unconditional probability of placement 
disruption for any given child on any given day.  Note that each foster child could experience a 
maximum of 1 placement disruption per day.  The conditional probability of placement 
disruption was calculated by averaging the number of placement disruptions per child per day for 
particular groups of children.  These groups were formed according to the factor targeted for 
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analysis.  For example, the average number of placements per child per day was calculated for all 
male children, and again for all female children.  These calculations produced the conditional 
probability of placement disruption given a gender of male, and a conditional probability of 
placement disruption given a gender of female. 
For the dependent variable of instability, the children’s placement histories were 
considered stable if they had experienced 2 or fewer placements from the time they entered care 
to the date of the generated report.  Children’s placement histories were considered unstable if 
they had experienced 3 or more placements.  The proportion of children (across all children in 
the sample) with unstable histories was calculated, and the resulting figure constituted the 
unconditional probability of placement instability.  The conditional probability of placement 
instability was calculated by taking proportion of children, within particular groups, who had 
unstable placement histories. 
The conditional probabilities were then divided by the unconditional probability to 
produce the risk ratio associated with each particular factor dimension, for both the rate of 
placements, and for placement stability/instability.  The risk ratio could have ranged from 0 to 
infinity.  A risk ratio below 1.0 indicated that the conditional probability was lower than the 
unconditional probability (i.e., the average rate of disruptions for a particular group was lower 
compared to the average rate of disruptions for all of the children included in the analysis; or, the 
average proportion of children experiencing instability was lower for a particular group 
compared to the proportion of children experiencing instability across the entire sample of 
children.).  A factor associated with risk ratio significantly lower than 1.0 could be considered a 
protective factor.  A risk ratio above 1.0 indicated that the conditional probability was higher 
than the conditional probability (i.e., the average rate of disruptions, or instability, for a 
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particular group was higher compared to the average rate of disruptions, or instability, across all 
children).  A factor associated with risk ratios significantly above 1.0 could be considered a risk 
factor.  These risk ratios converted the proportion of conditional probabilities to unconditional 
probabilities to a standard measure, which then allowed for more straightforward comparisons 
across different groups of children and across the two dependent variables. 
 During the initial data analysis, it was noted that half of the children (50.4%) in the larger 
sample had been in care for less than 1 year.    Thus, the first set of risk analyses were conducted 
for three groups of children: a) the entire sample of 4,322, b) the portion of the sample which had 
been in care less than 1 year, and c) the portion of the sample which had been in care for 1 year 
or more.  The unconditional probabilities based on rate of disruptions and instability were 
calculated for each of these three groups, and the conditional probability given a certain factor 
was compared to the relevant unconditional probability, depending on the group of children in 
question.  The second set of risk analyses were conducted for only those 200 children, all of 
whom had been in care for at least 1 year. 
The percentage of children belonging to certain groups within the factors selected for 
evaluation was calculated.  The groups within factors (or dimensions of the factors) for which 
risk ratios were evaluated were selected for analysis if at least 1% of the sample of children were 
represented by that group.  For example, less than 1% of the 4,233 children were Native 
Americans.  As such, it was determined that insufficient data were present to draw any 
conclusion regarding whether  being a Native American would be either a protective or a risk 
factor associated with rate of placement disruptions or placement instability.  This determination 
was made for each of the three groups of children.  The factors included in the first risk 
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assessment, as well as the dimensions of each factor included in the analyses, are listed in Table 
2.1.1for each of the three groups of children.   
Table 2.1.1. Factors Evaluated in Risk Assessment 1  
 
 Factor Dimensions per Child Group 
  
Factors 
 
All Children Children in Care 
Less Than One Year 
Children in Care 
Over One Year 
    
Length of time in care 0 to 6 years N/A 1 to 6 years 
Current age 0 to 15 years 0 to 15 years 0 to 15 years 
Age at entry into care 0 to 15 years 0 to 15 years 1 to 15 years 
Current Placement Approved relative 
Approved non- 
   relative 
Approved foster 
   home 
Adoptive home 
Residential 
   treatment center 
Approved relative 
Approved non- 
   relative 
Approved foster 
   home 
 
Approved relative 
Approved non- 
   relative 
Approved foster 
   home 
Adoptive home 
Residential treatment 
   center 
Therapeutic foster 
   home 
Group home 
Gender Female 
Male 
Female 
Male 
Female 
Male 
Race Black 
White 
Black 
White 
Black 
White 
 
 Length of time in care, current age, and age at entry into care were rounded down to the 
preceding year interval.  Children in the age group “0” were from 1 to 364 days old, children in 
the age group “1” were from 1 year old to just under 2 years old, and so on; likewise for length 
of time in care.    
The dimensions of the factors included in the second set of risk analyses were selected 
based on the same criteria described above (i.e., at least 1% of the sample of children was 
represented by that group).   The factors included in the second risk analyses, as well as the 
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dimensions of each factor included in the analyses, are listed in Table 2.1.2.  Note that only one 
group of children, those in care over 1 year, were included in this analysis. 
Table 2.1.2. Factors Evaluated in Risk Assessment 2  
 
Factors Factor Dimensions 
  
Number of Case workers  
   assigned per year 
1 to 6 
Primary removal reason Caregiver illness 
Incarceration (of the parent) 
Parental drug abuse 
Inadequate housing 
Neglect (physical and emotional) 
Physical Abuse 
Sexual abuse 
Disability None 
Mentally retarded 
Physical 
Visual/Hearing Impaired 
Emotional 
Condition requiring special care 
 
The number of case workers was calculated as rate (number per year) and rounded down 
to the nearest whole number.  The primary removal reason was identified as such in the HSn 
records, although it is possible that each child could have experienced additional types of abuse 
or neglect.  Information regarding each type of disability was available for individual children, 
and some children did have more than one type of disability.  These diagnoses of disabilities 
were determined by the Department of Children and Families from either evaluations conducted 
by physicians in the past (i.e., prior to the Department’s involvement), or from a Comprehensive 
Behavioral Health Assessment conducted by the Department. 
The risk analyses results were evaluated in two ways.  First, risk ratios for each of the 
factor dimensions listed above were graphed within each factor.  A horizontal line at risk ratio 
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1.0 was drawn, so that the position of each dimension relative to a neutral risk ratio could more 
easily be discerned.   
Second, statistical tests of association were calculated between each of the two dependent 
variables (rate of placement disruptions and instability) and each factor dimension.  Risk ratios 
were calculated for each dimension; thus, rather than having one test of association for an entire 
factor (e.g., age), each group within that factor (e.g., age 1, age 2, etc) was evaluated 
independently for its relationship with the dependent variables.  Although it may be informative 
to know if age, in general, is correlated with higher rates of placement disruptions, this overall 
value would not be helpful in deciding whether a particular age could be considered either a risk 
factor or a protective factor.  For example, if a particular age was associated with a risk ratio 
below 1.0, and a statistically significant relationship was found, then that age might be 
considered a protective factor.  Likewise, if a particular age was associated with a risk ratio 
above 1.0, and a statistically significant relationship was found, that age might be considered a 
risk factor.  If, on the other hand, that particular age was associated with a risk ratio below or 
above 1.0, but the test of statistical association was not significant, greater caution would be 
taken when making any statements regarding the degree to which that age may be a protective or 
risk factor. Ultimately, however, conclusions regarding whether each factor is a protective factor, 
a risk factor, or a neutral factor also should take into account the clinical significance of any 
statistically significant findings.  In addition, the degree to which any particular factor (such as 
age) may predict placement instability or rate of placement disruptions was not evaluated in the 
current investigation.  Future studies will do so by employing multiple and logistic regression 
tests.  However, the purpose of the current study was to evaluate differential levels of risk within 
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a certain factor (such as different age groups), not necessarily to determine the degree to which 
each factor (age, length of time in care, etc.) contributed to placement instability. 
In order to estimate the relationship between rate of placement disruptions (i.e., number 
of disruptions per day) and each factor dimension, point-biserial coefficients (rpb) were 
calculated.  As each factor under investigation was broken up into groups (i.e., age as a factor 
was broken down into age groups), the dependent variable became a dichotomous variable.  That 
is, a child could have belonged to age group 2, or the child could not have belonged to age group 
2.  Thus, the value of each dependent variable was either 0 (indicating that the child did not 
belong to that group), or 1 (indicating that the child did belong to that group).  Nevertheless, the 
point-biserial correlations calculated were identical to the standard Pearson correlation 
coefficient (r), as rpb is considered to be Pearson’s r applied to different types of data (Howell, 
1997).   
The resulting correlations ranged from -1 to 1.  With regard to this particular study, a 
negative correlation matched a risk ratio that was below 1.0, and a positive correlation matched a 
risk ratio that was above 1.0.  Hypothesis testing was conducted with regard to each correlation, 
with the null hypothesis being that the correlation between rate of placement disruptions and 
each independent variable in the population (i.e., p) was zero.  Two-tailed t - tests were 
performed, and the rejection of the null hypothesis occurred if the value of t was significant at α 
= .05.  Rejection of the null hypothesis, with regard to a positive correlation (and a coexisting 
risk ratio over 1.0), indicated that there was a statistically significant relationship between rate of 
placement disruptions and a particular dimension, and that the particular dimension could be 
considered a potential risk factor for experiencing high rates of placement disruption.  
Conversely, rejection of the null hypothesis, with regard to a negative correlation (and a 
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coexisting risk ratio under 1.0), indicated that there was a statistically significant relationship 
between rate of placement disruption, and that the particular dimension could be considered a 
potential protective factor against experiencing high rates of placement disruption. 
In order to estimate the relationship between placement instability (i.e., having 
experienced 3 or more placement disruptions) and each factor dimension, odds ratios were 
calculated and the chi-square statistic (X2) was calculated to identify relationships that were 
statistically significant.  X2 was used to evaluate placement instability because both the 
dependent variable and the independent variables were dichotomous.  Odds ratios were 
conceptually similar to risk ratios, but odds ratios were calculated in a different way.  The odds 
of being in the “unstable” group given membership in a particular dimension of the independent 
variables (e.g., being age 2) was equal to the number of people in that dimension group (i.e., all 
children in age group 2) divided by the number of children who were stable.  Odds were so 
calculated for children who did belong to that group (i.e., children in age group 2) and for 
children who did not belong to that group (i.e., children in age groups other than age group 2).  
The odds ratios were calculated by dividing the odds of being unstable given membership in age 
group 2 by the odds of being unstable given membership in any other age group.  The resulting 
odds ratios ranged from 0 to infinity.  These odds ratios could be described as the degree to 
which a particular group (i.e., children who are in age group 2) is more or less likely to 
experience instability.   
As was the case with risk ratios, an odds ratio under 1.0 may be indicative of a protective 
factor, and an odds ratio over 1.0 may be indicative of a risk factor.  Again, however, the exact 
odds ratios and risk ratios themselves did not speak to the statistical significance of any 
relationship between placement instability and belonging to a particular group.  Hypothesis 
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testing was conducted to evaluate these relationships, with the null hypothesis being that there 
was no relationship between placement instability (i.e., having had 3 or more placement 
disruptions) and each independent variable.  X2 values were calculated and the probability of 
having the particular X2 value by chance was determined by referring to the X2 distribution, with 
the degrees of freedom (df) equal to 1, and the null hypothesis being rejected α = .05.  Within 
these criteria, an obtained value (X2obt) value above X2.05 = 3.84 would allow for the rejection of 
the null hypothesis, thus indicating that the observed relationship between instability and 
belonging to a particular group is significantly above chance levels.  Rejection of the null 
hypothesis in association with coexisting risk ratios and odds ratios over 1.0 indicated that there 
was a strong relationship between placement instability and a particular dimension, and that the 
particular dimension could be considered a potential risk factor for experiencing placement 
instability.  Conversely, rejection of the null hypothesis in association with coexisting risk ratios 
and odds ratios under 1.0 indicated that there was a strong relationship between placement 
instability and that the particular dimension could be considered a potential protective factor 
against experiencing high placement instability. 
Finally, the trends in placements over time were calculated for all 200 children included 
in the second risk assessment.  First, the average number of placement disruptions, or changes, 
within 6-month intervals, was calculated for each child.  Next, the average rate of disruptions 
across consecutive 6-month intervals was calculated across all children.   In addition, the average 
rate of disruptions per child, per 6-month interval, was calculated for separate groups of children, 
according to the length of time they had been in care (from 2 years to 6 years).  This value was 
considered the conditional rate of placement disruptions, per consecutive 6-month interval, for 
each group of children.  The conditional probability of placement disruption within each 6-month 
 45 
interval was divided by the unconditional rate of placement disruption for each 6-month interval 
to produce risk ratios across time.  These risk ratios were graphed for each group of children.  
Converting the rate of placement disruptions to risk ratios allowed for a clearer comparison of 
placements over time, in relation to the risk of experiencing above or below average rates of 
disruptions, across groups of children.   
2.2 Results 
The first variable evaluated in the initial set of risk assessments was length of time in care 
(in years).  Overall, children in the larger sample (comprised of 4,233 children), spent an average 
of 1.78 years in care.  This larger group was divided into two groups: a) a group of children who 
had been in care for less than one year, and b) a group of children who had spent over one year in 
care.  The group of children having spent less than one year in care represented 50.4% of the 
larger sample; these children had been in care an average of 5 months.  The group of children 
having spent over one year in care represented the remaining 49.6% of the larger sample; these 
children had been in care an average of 3.10 years.  In each of the following figures depicting 
percentage of children in each dimension of the relevant factor, percentage is on the Y-axis and 
the different dimensions are on the X-axis.  Within each overriding clear bar, which represents 
the total percentage of children represented in that dimension, two other bars are graphed.  The 
gray bar depicts the percentage of children within that dimension whose placement histories 
were stable (i.e., two or fewer placements), and the black bar depicts the percentage of children 
within that dimension whose placement histories were unstable (i.e., three or more placements).  
Figure 2.2.1 below depicts the percentage of children, from the larger sample, belonging to each 
group according to the length of time they had been in care (from 0 to 6 years). 
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Figure 2.2.1. Percentage of foster children in groups according to the number of years they have 
been in care, from less than one year (0) to 6 years. Percentage is on the Y-axis and time in care 
(in years) is on the X-axis.   The gray bars represent children experiencing stable levels of 
placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children. 
 
 Again, over 50% of the children were in care less than one year (year 0 on the figure), 
and the majority of those children had stable placement histories.  Likewise, stable children 
outnumbered unstable children in year group 1.  Beginning with year group 2, unstable children 
outnumbered stable children.  Overall, the number of children in each group decreased as the 
length of year group increased. 
 In each of the following risk ratio figures, the risk ratios are on the Y-axis and the 
dimensions of the relevant factor are on the X-axis. The horizontal line denotes risk ratio 1.0, 
which is the point at which the conditional probability is equal to the unconditional probability.  
The “-“ and “+” symbols above the bars denote those dimensions of the relevant factor which 
may be considered risk factors (“+”) or protective factors (“-“) according to the criteria for 
statistical significance described in section 2.1 above.  Figure 2.2.2 depicts the risk ratios for the 
instability dependent variable (i.e. ≥ 3 disruptions) for the larger sample of children, for the 
factor of time in care.  Being in care less than one year seemed to be a protective factor with 
regard to placement stability (i.e., ≤ 2 placements).  On the other hand, being in care for two 
years or more may have been a risk factor for experiencing placement instability (i.e., ≥ 3 
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placements).  Exact risk ratios and odds ratios associated with this risk analysis are listed in 
Table A.1 in Appendix A. 
 
 
Figure 2.2.2. Risk of placement instability (3 or more placements) for foster children in groups 
according to the number of years they have been in care, from less than one year (0) to 6 years.  
Risk ratios are on the Y-axis and time in care (in years) is on the x-axis.   Each bar represents the 
risk ratio for placement instability given a length of time in care.  The horizontal line is at risk 
ratio 1.0.  The minus (-) symbol identified potential protective factors, and the plus (+) symbol 
identifies potential risk factors.  
  
 The risk assessment for the dependent variable of placement stability/instability is 
sensitive only to whether children experienced 3 or more placements.  The total number of 
placements experienced over time was evaluated in the risk assessments for the second 
dependent variable, rate of placements.  The daily rate of placement change across groups of 
children (conditional probability) was divided by the daily rate of placement change across all 
children (unconditional probability) to comprise the daily risk of experiencing a placement 
disruption on any given day.  The results of this risk analysis for the larger group of children, for 
the factor of length of time in care, are depicted in Figure 2.2.3. Children in year group 0 seemed 
to be at risk of experiencing a higher rate (i.e. number per day) of placement changes, as 
compared to children in year groups 1 through 6.  On the other hand, children in year groups 1 
through 6 seemed to be protected against experiencing a higher rate of placement changes.  Exact 
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risk ratios and correlations associated with this risk analysis are listed in Table A.2 in    
Appendix A. 
 
  
Figure 2.2.3. Daily risk of placement change for foster children in groups according to the 
number of years they have been in care, from less than one year (0) to 6 years.  Risk ratios are on 
the Y-axis and time in care (in years) is on the x-axis.   Each bar represents the daily risk ratio for 
placement disruption given a certain length of time in care.  The horizontal line is at risk ratio 
1.0.  The horizontal line is at risk ratio 1.0.  The minus (-) symbol identifies potential protective 
factors, and the plus (+) symbol identifies potential risk factors. 
 
That the majority of children in the larger sample belonged to year group 0 may have 
skewed the results of both risk analyses.  The unconditional probability of placement instability 
for this group of children is greatly influenced by the children in age group “0”, because over 
50% of these children belong to this group, and the majority of them experienced stable 
placement histories.  Thus, the unconditional probability of placement instability was driven 
down by this group, perhaps providing an unfair comparison for the other groups (resulting in the 
majority of year groups 2 and above being over risk ratio 1.0).  Likewise, conditional probability 
based on the rate of placements may have been high for the children who had been in care less 
than one year because the length of time they had been in care was relatively short (5 months on 
average).  Even one placement divided by this relative short period of time results in a relatively 
high rate of placements per day.  Overall, children who spent less than one year in care 
experienced 1.9 placements during an average of 5 months in care.  It may be expected that 
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children who first enter care may experience their first two placements within that first year, as 
often the first placement is to a temporary home or shelter, and the second placement is intended 
to be the long-term placement.  Consequently, the unconditional probability based on rate of 
placements may have been driven upward, thus making an unfair comparison for the other year 
groups, which may account for each of the groups from year 2 through 6 having risk ratios below 
1.0. 
 In response to the potential problems described above, data for children spending one 
year or more in care were evaluated separately from data for those children having spent less 
than one year in care.  Accordingly, the unconditional probabilities were recalculated and did not 
include those children who had been in care less than one year, and the risk analyses for both 
dependent variables were thus recalculated.   
 The results of the risk analysis for instability (i.e., ≥ 3 disruptions), for the risk factor of 
time in care, for children having been in care for 1 year or more, are depicted in Figure 2.2.4. 
 
Figure 2.2.4. Risk of placement instability (3 or more placements) for foster children who have 
been in care for over 1 year, in groups according to the number of years they have been in care, 
from 1 to 6 years.  The minus (-) symbol identifies potential protective factors, and the plus (+) 
symbol identifies potential risk factors. 
  
The risk ratio for children in care for 1 year to just under 2 years (group 1) was below 1.0, and 
the risk ratio was associated with a statistically significant relationship (suggesting that spending 
less than two years in care may have been a protective factor against placement instability).  The 
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risk ratios for year groups 4 through 6 were higher than 1.0 and associated with statistically 
significant relationships, thus indicating that being in care for 4 years or more may have been a 
risk factor for experiencing instability.  Exact risk ratios and odds ratios associated with this risk 
analysis are listed in Table A.3 in Appendix A.  These results are more in line with the results 
graphed in Figure 2.2.1, in which the percentage of stable children outnumbered the percentage 
of unstable children for year groups 0 and 1. 
 The results of the risk analysis for rate of placements (i.e., number per day), for the risk 
factor of time in care, for children having been in care for 1 year or more, are depicted in Figure 
2.2.5. 
 
Figure 2.2.5. Daily risk of placement change for foster children who have been in care for over 1 
year, in groups according to the number of years they have been in care, from 1 to 6 years.  The 
minus (-) symbol identified potential protective factors, and the plus (+) symbol identifies 
potential risk factors. 
 
The risk ratio for children in care for 1 year to just under 2 years (group 1) was above 1.0, and 
the risk ratio was associated with a statistically significant positive correlation (suggesting that 
spending less than two years in care may have been a risk factor for higher rates of placement 
changes).  The risk ratios for year groups 3, 4, and 6 were lower than 1.0 and were associated 
with statistically significant negative correlations, thus indicating that being in care for 3, 4, or 6 
years may have been a protective factor against experiencing higher rates of placement 
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disruptions.  Exact risk ratios and correlations associated with this risk analysis are listed in 
Table A.4 in Appendix A.   
 Taken together, the results of the risk assessments for the factor length of time in care 
suggest that being in care for less than two years may be both a protective factor against 
experiencing placement instability and a risk factor for experiencing higher rates of placements.   
However, the rates calculated may be unduly influenced by the length of time in care, as the raw 
number of placements is below 2 for the majority of children in care for less than two years.  In 
addition, it is not unexpected that the longer a child is in care, the more likely they are to 
experience more than 2 placement disruptions.     
 The next factor analyzed was current age (as of the date the reports were generated from 
HSn).  Again, risk ratios were calculated for both dependent variables: stability and rate of 
placements.  Separate analyses were conducted for the total sample of children, and again for 
each group of children based on length of time in care (those in care less than one year, and those 
in care for 1 year or more). 
Figure 2.2.6 below depicts the percentage of children, from the larger sample, belonging 
to each group, according to current age (from 0 to 15 years). 
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Figure 2.2.6. Percentage of foster children in age groups 0 to 15.  The gray bars represent 
children experiencing stable levels of placement disruption (2 or fewer placements), the black 
bars represent children experiencing unstable levels of placement disruption (3 or more 
placements), and the clear bar represent both unstable and stable children. 
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Overall, the average age for the entire sample of children was 8.4 years.  The percentage of 
children in each group ranged from approximately 3.8% to 7.5% across age groups, with 
children under the age of 1 representing the lowest percentage of the sample, and children ages 1 
to 5 representing the largest percentage of the sample.  Children with stable placement histories 
far outnumbered children with unstable placement histories in age group 0, and the proportion of 
unstable histories to stable histories increased for each consecutive age group.  Beginning at age 
group 13, and continuing through age group 15, the percentage of children with unstable 
histories outnumbered the percentage of children with stable histories. 
 Figure 2.2.7 below depicts the risk ratios for the instability dependent variable (i.e., ≥ 3 
disruptions) for the larger sample of children, for the factor current age. The results of this risk 
analysis suggested that the risk of experiencing placement instability was highest for children 
who were older.  The risk ratios for children in age groups 0, 1, 2, 3, 6, and 7 were all below 1.0 
and the relationships were identified as statistically significant.  Children in age groups 4 and 5 
also were associated with risk ratios below 1.0; however, the relationships were not statistically 
significant.  Generally, however, being 7 years old or younger may have been a protective factor 
against experiencing placement instability.  The risk ratios for children in age groups 12 through 
15 were higher than 1.0 and were associated with statistically significant relationships, thus 
indicating that being 12 to 15 years of age may be a risk factor for experiencing placement 
instability.  Exact risk ratios and odds ratios associated with this risk analysis are listed in Table 
A.5 in Appendix A.     
Figure 2.2.8 depicts the risk ratios for the placement rate dependent variable (i.e., number 
of disruptions per day) for the larger sample of children, for the factor current age.   
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Figure 2.2.7. Risk of placement instability (3 or more placements) for foster children in age 
groups 0 to 15.  Risk ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar 
represents the risk ratio for placement instability given a certain age.  The horizontal line is at 
risk ratio 1.0.  The minus (-) symbol identifies potential protective factors, and the plus (+) 
symbol identifies potential risk factors. 
 
 
 
Figure 2.2.8. Daily risk of placement change for foster children in age groups 0 to 15.  Risk 
ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar represents the daily risk 
ratio for placement disruption given a certain age.  The horizontal line is at risk ratio 1.0.   
 
 
The risk ratio for placement rate for children under the age of 1 (group 0) was above 1.0 and was 
associated with a statistically significant positive correlation.  Risk ratios for children in age 
groups 1 and 2 were below 1.0 and were associated with statistically significant negative 
correlations.  Risk ratios for children in age groups 3 through 15 varied across age groups (i.e, 
some were slightly above 1.0 while others were slightly under 1.0), and none were associated 
with statistically significant correlations.  Exact risk ratios and correlations associated with this 
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risk analysis are listed in Table A.6 in Appendix A.  In contrast to the risk assessment for 
instability (which indicated there was a distinct relationship between age and risk of placement 
instability), this risk assessment for rate of placements suggests there is no overall relationship 
between age and risk of experiencing higher rates of placement disruptions.  The high risk ratios 
for children in age group 0, with regard to rate of placement, is in conflict with the low risk ratios 
for the same children with regard to placement stability.  Together these results suggested that 
children under the age of 1 were unlikely to experience instability, but they were more likely to 
have a higher rate of placement changes.  This suggested that children in this age group may 
have spent a relatively shorter amount of time in care, and the raw number of placements divided 
by time in care may have inflated the rate of placements.  This may not have been the case, 
however, for children in age groups 1 and 2, who were associated with both lower risks of 
experiencing either instability or high rates of placement disruptions.     
 Generally, it has already been found that children in their first year of care tend to 
experience less instability; thus, analyses of risk ratios associated with current age were 
reevaluated for children in their first year of care separately from children who had been in care 
for one year or more.  Figure 2.2.9 below depicts the percentage of children in each age group, 
for those children in their first year of care (upper panel) and those children how have been in 
care for over 1 year (lower panel).  For the children in their first year of care, the percentage of 
children who experienced placement stability surpassed the percentage of children who 
experienced placement instability for all age groups.  For children who had been in care for one 
year or more, the percentage of children who experienced placement stability outnumbered the 
percentage of children who experienced placement instability for age groups 0 through 6.  
Beginning with age group 7, the percentage of children experiencing placement instability 
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increasingly outnumbered the percentage of children experiencing placement stability.  For both 
sets of children, the total percentage of children in each age group was relatively consistent, 
without any one age group representing a distinctly higher or lower percentage of the sample.  
The average current age was 7.6 years and 9.3 years for children in their first year of care and 
children in care for over one year, respectively.   
 
 
Figure 2.2.9. Percentage of foster children in age groups 0 to 15.  Percentage is on the Y-axis and 
age (in years) is on the x-axis.   The gray bars represent children experiencing stable levels of 
placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children.  Data for children in their first year of care are on the top panel, and 
data for children in care for one year or more are on the lower panel. 
 
 Figure 2.2.10 depicts the risk ratios for the placement instability dependent variable (i.e., 
≥ 3 placement disruptions), for the factor current age, for children in their first year of care (left 
panel) and children in care for 1 year or more (right panel). The risk ratios for placement 
instability generally increased across consecutive age groups, for both sets of children, though 
the increasing pattern was more orderly for children in care 1 year or more.  Children in their 
first year of care and in age groups 0 and 1, and children in care for one year or more and in age 
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groups 0 through 7, were associated with risk ratios below 1.0 and the relationships were 
statistically significant.  This suggested that being younger than 2 years may have been a 
protective factor, with regard to placement stability, for children in their first year of care; 
whereas children who have already been in care at least one year may experience lower 
instability through age 8.  Children in age groups 11 through 15 were associated with risk ratios 
above 1.0 for both sets of children, although only age group 13, for children in their first year of 
care, and only age groups 12 through 15, for children in care for at least one year, were 
associated with statistically significant relationships.  This suggested that being 12 to 15 years of 
age may have been be a risk factor for placement instability for children in care over one year, 
and to a lesser degree, for children in their first year of care.  Exact risk ratios and odds ratios 
associated with this risk analysis are listed in Table A.7 in Appendix A.   
 
Figure 2.2.10. Risk of placement instability (3 or more placements) for foster children in age 
groups 0 to 15.  Risk ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar 
represents the risk ratio for placement instability given a certain age.  The horizontal lines are at 
risk ratio 1.0.  The minus (-) symbol identifies potential protective factors, and the plus (+) 
symbol identifies potential risk factors. Data for children in their first year in care are on the left 
panel and data for children in care for over one year are on the right panel.   
 
Figure 2.2.11 depicts the risk ratios for the placement rate dependent variable (i.e. 
number of disruptions per day), for the factor current age, for children in their first year of care 
(left panel) and children in care for 1 year or more (right panel).  
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Figure 2.2.11. Daily risk of placement change for foster children in age groups 0 to 15.  Risk 
ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar represents the risk ratio for 
placement instability given a certain age.  The horizontal lines are at risk ratio 1.0.  The minus (-) 
symbol identified potential protective factors, and the plus (+) symbol identifies potential risk 
factors. Data for children in their first year in care are on the left panel and data for children in 
care for over one year are on the right panel.   
 
The risk ratios for placement rate generally increased across consecutive age groups for children 
in care 1 year or more.  Children in their first year of care, and in age groups 1 and 2, and 
children in care for one year or more, and in age groups 2 through 6, were associated with risk 
ratios below 1.0 and statistically significant negative correlations.  This suggested that being 
younger than 1 to 2 years old may have been a protective factor, with regard to placement rate, 
for children in their first year of care; whereas children who have already been in care at least 
one year may have experienced lower rates of placement disruptions from 2 to 6 years of age.  
Children in age group 0, for children in their first year of care, and children in age group 1, for 
children in care for at least one year, also were associated with risk ratios below 1.0; however 
these were not associated with statistically significant negative correlations.  This is in contrast to 
the results of the risk assessment with regard to placement instability (i.e., ≥ 3 disruptions), in 
which children belonging to age groups 0 and 1 were found to be at the lowest risk for placement 
instability.  Children in age groups 14 and 15 were associated with risk ratios above 1.0 for both 
sets of children, although only children who had been in care for at least one year, and belonging 
to age groups 14 and 15, were associated with statistically significant correlations.  This 
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suggested that being 14 to 15 years of age may have been a risk factor for higher rates of 
placement disruptions for children in care over one year, but not necessarily for children in their 
first year of care.  Exact risk ratios and correlations associated with this risk analysis are listed in 
Table A.8 in Appendix A.   
 Results of the risk analysis for the larger group of children suggested that being in the 
younger age groups (7 and under) may have been a protective factor against instability, and 
being in the older age groups (12 to 15) may have been a risk factor for instability.  Similar 
results, in terms of statistical significance, were found for the children who had already been in 
care for one year or more.  Although this general pattern also was seen for children in their first 
year of care, the degree to which the risk ratios were associated with statistically significant 
relationships was less pronounced.  Results of the risk analysis with regard to rate of placements 
identified the youngest age group (0) as a risk factor when data for the entire sample of children 
were analyzed.  However, this result was not replicated for either the sample of children who had 
been in care for less than one year, nor for the sample of children who had been in care for one 
year or more.  On the other hand, a consistent finding across all three analyses was that being in 
age groups 1 and 2 seemed to be a protective factor against excessive rates of placement 
disruptions.  Also, being in the older age groups (14 and 15) was associated with risk ratios 
above 1.0 in all three analyses, although these ratios were associated with statistically significant 
relationships only for children who had been in care for one year or more. 
 The next set of analyses focused on age at entry into care.  Figure 2.2.12 below depicts 
the percentage of children, from the larger sample, belonging to each group according to their 
age when they entered care (from 0 to 15 years). Overall, the average age at entry for the entire 
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sample of children was 6.2 years.  The percentage of children in age group 0 was relatively 
higher compared to all other age groups.   
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Figure 2.2.12. Percentage of foster children in age groups 0 to 15.  Percentage is on the Y-axis 
and age (in years) is on the x-axis.   The gray bars represent children experiencing stable levels 
of placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children. 
 
Approximately 17% of children who entered care were less than 1 year old.    Children with 
stable placement histories far outnumbered children with unstable placement histories in age 
group 0, and the proportion of unstable histories to stable histories increased with each 
consecutive age group until age 13.  In age groups 11 and 12, the percentage of children with 
unstable histories outnumbered the percentage of children with stable histories.  However, the 
percentage of children experiencing stable placement histories again outnumbered those children 
experiencing unstable placement histories (although to a small extent) for age groups 13 through 
15. 
Figure 2.2.13 depicts the risk ratios for the instability dependent variable (i.e. ≥ 3 disruptions), 
for the larger sample of children, for the factor of age at entry into care. The results of this risk 
analysis suggested that the risk of experiencing placement instability was highest for children 
who were in age groups 10 through 14 when they entered care.  The risk ratios for children in 
age groups 0 through 3 were below 1.0, and age groups 0, 2, and 3 were associated with 
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statistically significant relationships.  Generally, being 3 years old or younger upon entry into 
care may have been a protective factor against experiencing placement instability.  Results also 
indicated that being 10 to 14 years of age may have been a risk factor for experiencing placement 
instability.  The risk ratio associated with age group 15 also was above 1.0, but the relationship 
was not statistically significant.  In addition, the risk ratios were highest for age group 12, and 
the risk ratios decreased for age groups 13 through 15.  Exact risk ratios and odds ratios 
associated with this risk analysis are listed in Table A.9 in Appendix A.   
 
 
 
 
 
 
 
 
 
 
 
Figure 2.2.13. Risk of placement instability (3 or more placements) for foster children in age 
groups 0 to 15.  Risk ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar 
represents the risk ratio for placement instability given a certain age.  The horizontal line is at 
risk ratio 1.0.  The minus (-) symbol identifies potential protective factors, and the plus (+) 
symbol identifies potential risk factors. 
 
  Figure 2.2.14 depicts the risk ratios for the placement rate dependent variable (i.e., 
number of disruptions per day) for the larger sample of children, for the factor of age at entry 
into care.  The risk ratio for placement rate for children who entered care in age groups 0 and 1 
were below 1.0, and were both associated with statistically significant negative correlations.  
Risk ratios for children in age groups 13 through 15 were above 1.0 and were associated with 
statistically significant positive correlations.  Risk ratios for children in age groups 2 through 12 
varied across age groups (i.e, some were slightly above 1.0 while others were slightly under 1.0), 
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and none were associated with statistically significant correlations.  Exact risk ratios and 
correlations associated with this risk analysis are listed in Table A.10 in Appendix A.   
 
 
Figure 2.2.14. Daily risk of placement change for foster children in age groups 0 to 15.  Risk 
ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar represents the daily risk 
ratio for placement disruption given a certain age.  The horizontal line is at risk ratio 1.0.  The 
minus (-) symbol identifies potential protective factors, and the plus (+) symbol identifies 
potential risk factors. 
 
Results of the risk analysis for both dependent variables were similar for the factor of age 
of entry into care.  In both analyses, entering care at a young age may have served as a protective 
factor, and entering care at an older age may have served as a risk factor.  In contrast, the results 
of the risk assessments for the factor of current age were less consistent across the two dependent 
variables.  In those analyses, there was a distinct relationship between current age and risks of 
instability, but the relationship between current age and the daily risks of placement disruptions 
was not evident.    
 Next, risk analyses for age at entry into care were conducted separately for children in 
care for less than one year and for children in care for one year or more.  Figure 2.2.15 below 
depicts the percentage of children in each age group, for those children in their first year of care 
(upper panel) and those children how have been in care for over 1 year (lower panel).  
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Figure 2.2.15. Percentage of foster children in age groups 0 to 15.  Percentage is on the Y-axis 
and age (in years) is on the x-axis.   The gray bars represent children experiencing stable levels 
of placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children.  Data for children in their first year of care are on the top panel, and 
data for children in care for one year or more are on the lower panel. 
 
For the children in their first year of care, the percentage of children who experienced placement 
stability surpassed the percentage of children who experienced placement instability for all age 
groups.  For children who had been in care for one year or more, the percentage of children who 
experienced placement stability outnumbered the percentage of children who experienced 
placement instability for age groups 0 through 3.  Beginning at age group 4, the percentage of 
children experiencing placement instability increasingly outnumbered the percentage of children 
experiencing placement stability until age 15, at which point the percentage of children 
experiencing stability equaled the percentage of children experiencing instability.  For both sets 
of children, the total percentage of children in each age group was highest for age group 0, the 
total percentage of children in age groups 1 through 14 remained relatively consistent, with the 
lowest percentage of children being in age group 15.  The average current age was 6.7 years and 
5.8 years for children in their first year of care and for children in care for over one year, 
respectively.   
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Figure 2.2.16 depicts the risk ratios for the placement instability dependent variable (i.e. 
≥ 3 disruptions), for the factor age at entry, for children in their first year of care (left panel) and 
children in care for 1 year or more (right panel). 
 
 
Figure 2.2.16. Risk of placement instability (3 or more placements) for foster children in age 
groups 0 to 15.  Risk ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar 
represents the risk ratio for placement instability given a certain age.  The horizontal lines are at 
risk ratio 1.0.  The minus (-) symbol identifies potential protective factors, and the plus (+) 
symbol identifies potential risk factors. Data for children in their first year in care are on the left 
panel and data for children in care for over one year are on the right panel.   
 
The risk ratios for placement stability generally increased across consecutive age groups, for 
both sets of children, though the increasing pattern was more orderly for children in care 1 year 
or more.  Children in their first year of care, and in age group 0, and children in care for one year 
or more, and in age groups 0, 2, and 3, were associated with risk ratios below 1.0 and statistically 
significant relationships.  This suggested that being younger than 1 year old upon entering care 
may have been a protective factor, with regard to placement stability, for children in their first 
year of care; whereas being in age groups 0, 2 and 3, may have been a protective factors against 
placement instability for children who had been in care for one year or more.  Children in their 
first year of care, in age groups 10 through 15, were associated with risk ratios above 1.0 , 
although only age groups 12 and 15 were associated with statistically significant relationships.  
In contrast, risk ratios were above 1.0 for age groups 4 through 14 for children who had been in 
care for one year or more, and risk ratios were associated with statistically significant 
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relationships for age groups 7, 8, and 10 through 14.  Interestingly, children in age group 15 
(who had been in care for one year or more), were associated with a risk ratio below 1.0.  Overall 
these results suggested that being younger may have been a protective factor against placement 
instability for both age groups.  Although generally the risk of placement instability increased the 
older children were when they entered care, children who ultimately spent over one year in care 
were at a higher risk of placement instability beginning at age 7 through age 14, whereas 
children who were in their first year of care experienced increased placement instability 
beginning at age 12.  Finally, children who were 15 when they entered care were more likely to 
experience instability if they were in care for less than one year, whereas children who were 15 
who eventually stayed in care for over 1 year experienced relatively more stability.  Exact risk 
ratios and odds ratios associated with this risk analysis are listed in Table A.11 in Appendix A.   
Figure 2.2.17 depicts the risk ratios for the placement rate dependent variable (i.e., 
number of disruptions per day), for the factor age at entry, for children in their first year of care 
(left panel) and children in care for 1 year or more (right panel).  
 
 
 
 
Figure 2.2.17. Daily risk of placement change for foster children in age groups 0 to 15.  Risk 
ratios are on the Y-axis and age (in years) is on the x-axis.   Each bar represents the daily risk 
ratio given a certain age.  The horizontal lines are at risk ratio 1.0.  The minus (-) symbol 
identifies potential protective factors, and the plus (+) symbol identifies potential risk factors. 
Data for children in their first year in care are on the left panel and data for children in care for 
over one year are on the right panel.   
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The risk ratios for placement rate increased across consecutive age groups for children in care 
over one from age groups 0 to 14.  Although the risk ratio decreased somewhat at age 15, the risk 
remained well above 1.0.  Risk ratios were above 1.0 beginning at age 7 and continuing through 
age 15, and these risk ratios were associated with statistically significant correlations for age 
groups 10 through 15.  These results suggested that children who eventually remained in care for 
over one year, and who where younger than 4 years when they entered care, experienced lower 
rates of placement disruptions, whereas the children who were 10 years or older were at an 
increased risk of experiencing high rates of placement disruptions.  In contrast, risk ratios for 
children who had been in their first year of care were lower for those in age groups 0 to 2, and 
somewhat higher for age groups 13 to 15.  However, the only statistically significant correlations 
were associated with the risk ratios for age groups 0 and 1, which were both under 1.0.  These 
results suggested that, for children in their first year of care, being younger (i.e., below the age of 
2) when entering care may be a protective factor with regard to the daily risk of placement 
disruptions, but that being older was not associated with significant risk for experiencing 
excessive rates of placement disruptions. Exact risk ratios and correlations associated with this 
risk analysis are listed in Table A.12 in Appendix A.   
 Results of the risk analyses for the factor of age at entry into care indicated that for all 
three sets of children, being younger upon entering care may have served as a protective factor 
against both placement instability and against experiencing higher rates of placement disruptions.  
This potential protective effect was more pronounced for children who eventually remained in 
care for over one year.  Results also indicated that for all three sets of children, being older upon 
entering care may have served as a risk factor for experiencing placement instability and for 
experiencing increased rates of placement disruptions.  Again this potential risk was more 
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pronounced for children who eventually remained in care for over one year.  The exception to 
this general finding was that children who were 15 when they entered care, and who eventually 
stayed in care for over one year, were more likely to experience high rates of placement 
disruptions, but they were less likely to experience placement instability.   
 The next set of analyses focused on current placement.  All of the children whose data 
were included in the analyses were in out-of-home-care placements, ranging from approved 
relatives and non-relatives, to foster homes and more restrictive placements such as group homes 
and residential treatment centers.  The placements listed were those the children were in at the 
time the reports were first created in 2003.  It is likely that many of the children had already 
experienced one or more placements, perhaps of different types, prior to the data of the reports.  
Nevertheless, the placements used in this analysis are those associated with the same data set 
from which number of placements, length of time in care, current age, and age at the time of 
entry were extracted, and are thus labeled “current placement”.   
   Figure 2.2.18 below depicts the percentage of children, from the larger sample, belonging to 
each group according to current placement.  
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Figure 2.2.18. Percentage of foster children by current placement.  Percentage is on the Y-axis 
and placement is on the x-axis.   The gray bars represent children experiencing stable levels of 
placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children. 
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Overall, nearly half of the children in the larger sample were placed with approved relatives.   
Next, approximately 24% of the children resided in foster homes.  At least 1% of the total 
sample resided in approved non-relative homes, adoptive homes, or residential treatment centers.  
Although there were a variety of other placement types in which a very small percentage of 
children were placed, none of these placements represented the required 1% of the sample, and 
thus those are not described here.  The percentage of children in approved relative homes and in 
approved non-relative homes, and who experienced placement stability, outnumbered those 
children who experienced instability.  On the other hand, the percentage of children who resided 
in foster homes, adoptive homes, and residential treatment centers, and who experienced 
placement stability, were slightly outnumbered by children who experienced instability. 
 Figure 2.2.19 depicts the risk ratios for the instability dependent variable (i.e. ≥ 3 
disruptions) for the larger sample of children, for the factor of current placement.  
 
Figure 2.2.19. Risk of placement instability (3 or more placements) for foster children by current 
placement.  Risk ratios are on the Y-axis and placements are on the x-axis.   Each bar represents 
the risk ratio for placement instability given a placement.  The minus (-) symbol identifies 
potential protective factors, and the plus (+) symbol identifies potential risk factors. The 
horizontal line is at risk ratio 1.0.   
  
The results of this risk analysis suggested that the risk of experiencing placement instability was 
highest for children who were residing in foster homes, adoptive homes, and in residential 
treatment centers.  The risk ratios for children in these three placement types were above 1.0 and 
were associated with statistically significant relationships.  The risk ratios for children residing 
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with either approved relatives or approved non-relative were below 1.0 and were associated with 
statistically significant relationships.  Exact risk ratios and odds ratios associated with this risk 
analysis are listed in Table A.13 in Appendix A.  These results suggested that residing with 
people children already knew, either approved relatives or approved non-relatives, may have 
served as a protective factor with regard to placement instability, whereas residing with strangers 
may have been a risk factor for children residing in foster homes, adoptive homes, and 
residential treatment centers.   
  Figure 2.2.20 depicts the risk ratios for the placement rate dependent variable (i.e. 
number of disruptions per day) for the larger sample of children, for the factor of current 
placement.   
 
Figure 2.2.20. Daily risk of placement change for foster children by current placement.  Risk 
ratios are on the Y-axis, and placements are on the x-axis.   Each bar represents the daily risk 
ratio for placement disruption given a certain placement.  The horizontal line is at risk ratio 1.0.  
The minus (-) symbol identifies potential protective factors, and the plus (+) symbol identifies 
potential risk factors. 
 
The results of this risk analysis suggested that the risk of experiencing above average rates of 
placement disruptions was highest for children who were residing in foster homes.  The risk ratio 
for children residing in foster homes was above 1.0 and was associated with statistically 
significant positive correlation.  The risk ratios for children residing in either approved relatives 
homes or in adoptive homes were below 1.0 and were associated with statistically significant 
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negative correlations.  Exact risk ratios and correlations associated with this risk analysis are 
listed in Table A.14 in Appendix A.  Taken together, the results of these two risk assessments 
indicated that residing with approved relatives may have been a protective factor with regard to 
both placement stability and rate of placement disruptions.  Likewise, results indicated that 
residing with foster parents may have been a risk factor with regard to both dependent measures.  
Results for adoptive homes indicated that this placement was associated with a higher risk for 
placement instability, but a lower risk with regard to rate of placements.  Risk ratios for approved 
non-relatives and for residential treatment centers were inconsistent across the two dependent 
variables, with non-relative placements being associated with low risk for placement instability 
(but not for rate of placements), and with residential treatment center placements being 
associated with high risk for instability (but not for rate of placements).  These differences in the 
findings may be due to the potential relationship between the types of placements children are 
most likely to experience while in their first year of care, versus their years in care beyond the 
first year.  Potential differences in risk ratios between these two groups of children were 
evaluated next. 
 Figure 2.2.21 below depicts the percentage of children, per placement type, for those 
children in their first year of care (upper panel) and those children who have been in care for 
over 1 year (lower panel). The vast majority of children in their first year of care had been placed 
with approved relatives.  Other placement types (which accounted for at least 1% of all children 
in their first year of care) included foster homes and approved non-relatives.  For the children in 
their first year of care, the percentage of children who experienced placement stability surpassed 
the percentage of children who experienced placement instability in all placement types.   
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Figure 2.2.21. Percentage of foster children by current placement.  Percentage is on the Y-axis 
and placements are on the x-axis.   The gray bars represent children experiencing stable levels of 
placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children.  Data for children in their first year of care are on the top panel, and 
data for children in care for one year or more are on the lower panel. 
 
Children who had been in care for one year or more experienced a greater variety of placement 
types, including approved relative homes, foster homes, adoptive homes, approved non-relatives 
homes, therapeutic foster homes, group homes, and residential treatment centers.  The majority 
of these children resided in approved relative homes or foster homes.  Children in this group, 
who resided with approved relatives and approved non-relatives, and who experienced placement 
stability, outnumbered children in these placement types who experienced placement instability.  
The opposite was the case for children residing in foster homes, adoptive homes, therapeutic 
foster homes, group homes, and residential treatment centers (i.e., the larger percentage of 
children had experienced instability).  The finding that the placement types children experienced 
differed greatly between these two groups, coupled with the finding that children in their first 
year of care are generally less likely to experience instability, may very well have influenced the 
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results of the risk analyses described above, which were based on data across all children 
regardless of the length of time they had been in care.  
 Figure 2.2.22 below depicts the risk ratios for placement instability (i.e. ≥ 3 disruptions), 
across placement type, for those children in their first year of care (left panel) and those children 
how have been in care for over 1 year (right panel).  For children in their first year of care, being 
placed with an approved relative seemed to be a protective factor with regard to placement 
stability, as the risk ratio for this type of placement was below 1.0, and the risk ratio was 
associated with a statistically significant relationship.  For these same children, being placed in 
foster homes seemed to be a risk factor for experiencing placement instability, as the risk ratio 
for foster homes was above 1.0, and the risk ratio was associated with a statistically significant 
relationship.  Placement with an approved non-relative did not appear to be either a protective 
factor, or a risk factor, for children in their first year of care. 
 
 
Figure 2.2.22. Risk of placement instability (3 or more placements) for foster children by current 
placement.  Risk ratios are on the Y-axis and placements are on the x-axis.   Each bar represents 
the risk ratio for placement instability given a certain age.  The horizontal lines are at risk ratio 
1.0.  The minus (-) symbol identifies potential protective factors, and the plus (+) symbol 
identifies potential risk factors. Data for children in their first year in care are on the left panel, 
and data for children in care for over one year are on the right panel.   
 
Likewise, children who had already been in care for one year or more, and who resided in the 
homes of approved relatives or approved non-relatives, were at a lower risk for placement 
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instability.  Risk ratios for approved relatives and approved non-relatives were under 1.0 and 
were associated with statistically significant relationships.  Risk ratios for residential treatment 
centers, group homes, and therapeutic foster homes were above 1.0, and each was associated 
with a statistically significant relationship.  Placement in foster homes and adoptive homes did 
not appear to be protective placements or high risk placements, with regard to placement 
stability.  Exact risk ratios and odds ratios associated with this risk analysis are listed in Table 
A.15 in Appendix A.   
The results of the risk assessment for instability that included all children indicated that 
placement in both approved relative homes and approved non-relative homes was a protective 
factor against placement instability.  The results of the secondary analyses, in which the data for 
children in their first year of care were separated from the data for children who had been in care 
for one year or more, showed similar results.  In addition, the placement types associated with 
high risk ratios for instability in the initial analysis included foster homes, adoptive homes, and 
residential treatment centers.  Of these types of placements, foster homes were associated with 
high risk ratios for children in their first year of care only, and residential treatment centers, 
group homes, and therapeutic foster homes were associated with high risk ratios only for 
children who had been in care for over one year.   
  Figure 2.2.23 below depicts the risk ratios for rate of placements (i.e. number of 
disruptions per day), across placement type, for those children in their first year of care (left 
panel) and those children who were in care for over 1 year (right panel).  For children in their 
first year of care, being placed with an approved relative seemed to be a protective factor with 
regard to rate of placement disruptions, as the risk ratio for this type of placement was below 1.0, 
and the risk ratio was associated with a statistically significant negative correlation.   
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Figure 2.2.23. Daily risk of placement change for foster children by current placement.  Risk 
ratios are on the Y-axis and placements are on the x-axis.   Each bar represents the daily risk 
ratio given a certain placement.  The horizontal lines are at risk ratio 1.0.  The minus (-) symbol 
identified potential protective factors, and the plus (+) symbol identifies potential risk factors. 
Data for children in their first year in care are on the left panel and data for children in care for 
over one year are on the right panel.   
 
For these same children, being placed in foster homes seemed to be a risk factor for experiencing 
higher rates of placement disruptions, as the risk ratio for foster homes was above 1.0, and the 
risk ratio was associated with a statistically significant positive correlation.  Placement with an 
approved non-relative did not appear to be either a protective factor, or a risk factor, for children 
in their first year of care.  These findings for the dependent variable of rate of placement 
disruptions are nearly identical to the findings for the dependent variable of placement stability.  
Likewise, results of the risk analysis for rate of placement disruptions for children who had been 
in care for over one year were nearly identical to the results of the risk assessment for placement 
instability for the same group of children.  Therapeutic foster home placements, group home 
placements, and residential treatment center placements appeared to be risk factors for both 
dependent measures for children having been in care for over one year.  Exact risk ratios and 
correlations associated with the risk analysis for rate of placement are listed in Table A.16 in 
Appendix A.   
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The next set of analyses focused on gender.  Figure 2.2.24 below depicts the percentage 
of children, from the larger sample, belonging to each gender group. 
 
 
  
Figure 2.2.24. Percentage of foster children by gender.  Percentage is on the Y-axis and gender is 
on the x-axis.   The gray bars represent children experiencing stable levels of placement 
disruption (2 or fewer placements), the black bars represent children experiencing unstable levels 
of placement disruption (3 or more placements), and the clear bar represent both unstable and 
stable children. 
 
The percentage of female children equaled the percentage of male children.  In both gender 
groups, the percentage of children experiencing placement stability was greater than the 
percentage of children experiencing instability.  Overall, these seemed to be no differential 
representation of either gender group in this sample. 
 Figure 2.2.25 below depicts the risk ratios for placements instability, across gender type, 
for the larger sample of children.  
 
Figure 2.2.25. Risk of placement instability (3 or more placements) for foster children by gender.  
Risk ratios are on the Y-axis and gender is on the x-axis.   Each bar represents the risk ratio for 
placement instability given a certain gender.  The horizontal line is at risk ratio 1.0.   
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Figure 2.2.26 below depicts the risk ratios for rate of placement disruptions, across gender type, 
for the larger sample of children. 
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Figure 2.2.25. Daily risk of placement change for foster children by gender.  Risk ratios are on 
the Y-axis and gender is on the x-axis.   Each bar represents the daily risk ratio for placement 
disruption given a certain gender.  The horizontal line is at risk ratio 1.0.   
 
There were no differentially high or low risk ratios for gender with regard to either dependent 
variable.  None of the risk ratios for the two preceding analyses was associated with statistically 
significant relationships.  Exact risk ratios and odds ratios associated with the risk analysis for 
placement instability are listed in Table A.17 in Appendix A; exact risk ratios and correlations 
associated with the risk analysis for rate of placement are listed in Table A.18 in Appendix A.  
 Next, the risk analyses for both dependent variables were repeated for those children in 
their first year of care, and for those children who had been in care for over one year, separately.  
Figure 2.2.27 below depicts the percentage of children in the samples, per gender type, for those 
children in their first year of care (left panel) and those children who were in care for over 1 year 
(right panel). Again, the percentage of female children was nearly identical to the percentage of 
male children across both sets of children.  Among children who were in their first year of care, 
and across both genders, children who experienced placement stability outnumbered children 
who experienced placement instability.  Among children who had been in care for over one year, 
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and across both genders, children who experienced placement instability outnumbered children 
who experienced placement stability.    
 
Figure 2.2.27. Percentage of foster children by gender.  Percentage is on the Y-axis and gender is 
on the x-axis.   The gray bars represent children experiencing stable levels of placement 
disruption (2 or fewer placements), the black bars represent children experiencing unstable levels 
of placement disruption (3 or more placements), and the clear bar represent both unstable and 
stable children.  Data for children in their first year of care are on the left panel, and data for 
children in care for one year or more are on the right panel. 
 
 Figure 2.2.28 below depicts the risk ratios for placement instability (≥ 3 disruptions), 
across gender type, for those children in their first year of care (left panel) and those children 
how have been in care for over 1 year (right panel).   
 
 
Figure 2.2.28. Risk of placement instability (3 or more placements) for foster children by gender.  
Risk ratios are on the Y-axis and gender is on the x-axis.   Each bar represents the risk ratio for 
placement instability given a certain gender.  Data for children in their first year in care are on 
the left panel and data for children in care for over one year are on the right panel.   
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Figure 2.2.29 below depicts the risk ratios for rate of placement disruptions (i.e., number of 
disruptions per day), across gender type, for those children in their first year of care (left panel) 
and those children how have been in care for over 1 year (right panel).  There were no 
differentially high or low risk ratios for gender with regard to either dependent variable, for 
either set of children.  None of the risk ratios for the two preceding analyses were associated with 
statistically significant relationships.   
 
Figure 2.2.29. Daily risk of placement change for foster children by gender.  Risk ratios are on 
the Y-axis and gender is on the x-axis.   Each bar represents the daily risk ratio given a certain 
gender.  The horizontal lines are at risk ratio 1.0.  Data for children in their first year in care are 
on the left panel and data for children in care for over one year are on the right panel.   
 
Exact risk ratios and odds ratios associated with the risk analysis for placement instability are 
listed in Table A.19 in Appendix A; exact risk ratios and correlations associated with the risk 
analysis for rate of placement are listed in Table A.20 in Appendix A.  
The next set of analyses focused on race.  Figure 2.2.30 below depicts the percentage of children, 
from the larger sample, belonging to each racial group. White children outnumbered black 
children overall, and within each racial group, the percentage of children who experienced stable 
placement histories outnumbered the percentage of children who experienced unstable placement 
histories. 
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Figure 2.2.30. Percentage of foster children by race.  Percentage is on the Y-axis and race is on 
the x-axis.   The gray bars represent children experiencing stable levels of placement disruption 
(2 or fewer placements), the black bars represent children experiencing unstable levels of 
placement disruption (3 or more placements), and the clear bar represent both unstable and stable 
children. 
Figure 2.2.31 below depicts the risk ratios for placements in stability (i.e., ≥ 3 
disruptions), across races, for the larger sample of children.  
 
Figure 2.2.31. Risk of placement instability (3 or more placements) for foster children by race.  
Risk ratios are on the Y-axis and race is on the x-axis.   Each bar represents the risk ratio for 
placement instability given a certain race.  The horizontal line is at risk ratio 1.0.   
 
Figure 2.2.32 below depicts the risk ratios for rate of placement disruptions (i.e., number of 
disruptions per day), across races, for the larger sample of children. Risk ratios, with regard to 
placement instability, were similar for both white and black children.  Neither risk ratio was 
differentially higher or lower than 1.0, and neither was associated with statistically significant 
relationships.  Conversely, with regard to rate of placement disruptions, the risk ratio for white 
children was above 1.0 and was associated with a statistically significant positive correlation, 
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whereas the risk ratio for black children was lower than 1.0 and was associated with a 
statistically significant negative correlation. 
 
  
Figure 2.2.32. Daily risk of placement change for foster children by race.  Risk ratios are on the 
Y-axis and race is on the x-axis.   Each bar represents the daily risk ratio for placement 
disruption given a certain race.  The horizontal line is at risk ratio 1.0.  The minus (-) symbol 
identified potential protective factors, and the plus (+) symbol identifies potential risk factors. 
 
Next, the risk analyses for both dependent variables were repeated for those children in 
their first year of care, and for those children who had been in care for over one year, separately.  
Figure 2.2.33 below depicts the percentage of children in the samples, per racial group, for those 
children in their first year of care (left panel) and those children how have been in care for over 1 
year (right panel).  
 
Figure 2.2.33. Percentage of foster children by race.  Percentage is on the Y-axis and race is on 
the x-axis.   The gray bars represent children experiencing stable levels of placement disruption 
(2 or fewer placements), the black bars represent children experiencing unstable levels of 
placement disruption (3 or more placements), and the clear bar represent both unstable and stable 
children.  Data for children in their first year of care are on the left panel, and data for children in 
care for one year or more are on the right panel. 
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Again, the percentage of white children was larger than the percentage of black children across 
both sets of children.  Among children who were in their first year of care, and across both racial 
groups, children who experienced placement stability outnumbered children who experienced 
placement instability.  Among children who had been in care for over one year, and across both 
racial groups, children who experienced placement instability outnumbered children who 
experienced placement stability.    
Figure 2.2.34 below depicts the risk ratios for placement instability, across racial groups, 
for those children in their first year of care (left panel) and those children how have been in care 
for over 1 year (right panel).   
 
 
Figure 2.2.34. Risk of placement instability (3 or more placements) for foster children by race.  
Risk ratios are on the Y-axis and race is on the x-axis.   Each bar represents the risk ratio for 
placement instability given a certain race.  The horizontal lines are at risk ratio 1.0.  Data for 
children in their first year in care are on the left panel and data for children in care for over one 
year are on the right panel.   
 
Figure 2.2.35 below depicts the risk ratios for rate of placement disruptions, across gender type, 
for those children in their first year of care (left panel) and those children how have been in care 
for over 1 year (right panel).  The results of the risk analyses for placement instability for each 
set of children were similar to the finding for the whole sample of children, in that neither race 
was associated with differentially high or low risk ratios.   
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Figure 2.2.35. Daily risk of placement change for foster children by race.  Risk ratios are on the 
Y-axis and race is on the x-axis.   Each bar represents the daily risk ratio given a certain race.  
The horizontal lines are at risk ratio 1.0.  The minus (-) symbol identified potential protective 
factors, and the plus (+) symbol identifies potential risk factors.  
 
The results of the risk analyses for rate of placement disruptions for children who were in their 
first year of care suggested that being a white child may be a risk factor for experiencing a higher 
than average rate of placement disruptions.  The risk ratio for white children in their first year of 
care was above 1.0 and was associated with a statistically significant positive correlation; in 
contrast, being a black child may have been a protective factor.  The risk ratio for black children 
in their first year of care was below 1.0 and was associated with a statistically significant 
negative correlation.  Exact risk ratios and odds associated with the risk analysis for placement 
instability are listed in Table A.23 in Appendix A; exact risk ratios and correlations associated 
with the risk analysis for rate of placement are listed in Table A.24 in Appendix A. The results of 
the initial risk assessment for rate of placement disruptions (which included data from the entire 
sample of children) also suggested that being white may be a risk factor, and that being black 
may be a protective factor.  The results of the secondary risk assessments suggested that this may 
be the case only for children in their first year of care.   
 Each of the risk assessments described above (for length of time in care, current age, age 
at entry into care, current placement, gender, and race) was performed on the larger sample of 
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data (4,322 children total).  The next set of risk assessments (for number of case workers, 
removal reason, and disability) was performed on a smaller sample of data (200 children total).  
This smaller sample consisted of children who had been in care for at least one year.  Children 
with shorter placement histories were excluded because this sample also made up the group of 
children for whom trends in placements over time were analyzed (and children who were in their 
first year of care have, on average, fewer than 2 placements).  Children in this smaller sample 
had been in care an average of 4.9 years.  The average current age for these children was 11.9 
years, and the average age at entry for these children was 6.58 years.  Children in the smaller 
sample were somewhat older and had been in care longer compared to the subset of children in 
the larger sample who had been in care for over one year.  At least one characteristic of the 
children randomly selected for the second set of risk analyses place them at higher risks for both 
placement instability and for experiencing higher than average rates of placement disruptions, as 
their length of time in care could be characterized as risk factors based on the results of the first 
set of analyses.  However, both age characteristics of these children could be characterized as 
neutral factors, as the results of the first risk assessment suggested.  Still, it should be noted that 
overall children in this smaller sample experienced more placement instability compared to their 
cohorts in the larger sample. 
The next set of risk analyses focused on number of caseworkers assigned to each child 
(or the child’s family).  It would not be unexpected that a child may have more caseworkers the 
longer they remained in care; thus, due to the potential confounds of length of time in care, the 
number of caseworkers assigned was divided by the length of time (in years) each child had been 
in care to produce a rate (caseworkers per year).  Figure 2.2.37 below depicts the percentage of 
children according to the average number of caseworkers assigned per year. On average, children 
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included in this analysis had an average of 14.4 caseworkers assigned to their case, at a rate of 
3.5 per year.  The distribution of children based on the number of caseworkers assigned was 
relatively even from 1 to 5 caseworkers/year.  Fewer children had 6 caseworkers per year.  
Additionally, a few children had more than 6 caseworkers per year, but these groups of children 
represented less than 1% of the sample and thus were not included in this analysis.  In each 
group, the percentage of children who experienced placement instability outnumbered those 
children who experienced placement stability. 
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Figure 2.2.37. Percentage of foster children by number of caseworkers per year.  Percentage is 
on the Y-axis and number of case workers per year is on the x-axis.   The gray bars represent 
children experiencing stable levels of placement disruption (2 or fewer placements), the black 
bars represent children experiencing unstable levels of placement disruption (3 or more 
placements), and the clear bar represent both unstable and stable children.   
  
Figure 2.2.37 below depicts the risk ratios for placement instability (i.e. ≥ 3 disruptions) across 
groups of children according to the number of caseworkers assigned per year. None of the risk 
ratios for placement instability were significantly above or below 1.0, and none were associated 
with statistically significant relationships.  Exact risk ratios and odds ratios associated with this 
risk analysis are listed in Table A.25 in Appendix A.  Overall, these results suggested that the 
number of caseworkers assigned per year was neither a protective factor nor a risk factor for 
placement instability for children who had been in care for at least one year. 
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Figure 2.2.37. Risk of placement instability (3 or more placements) for foster children by number 
of caseworkers per year.  Risk ratios are on the Y-axis and number of caseworkers is on the x-
axis.   Each bar represents the risk ratio for placement instability given a certain number of 
caseworkers.  The horizontal lines are at risk ratio 1.0.   
 
Figure 2.2.38 below depicts the risk ratios for rate of placement disruptions (i.e. number 
of disruptions per day), across groups of children, according to the number of caseworkers 
assigned per year.  
 
Figure 2.2.38. Daily risk of placement change for foster children by number of caseworkers per 
year.  Risk ratios are on the Y-axis and number of caseworkers per year is on the x-axis.   Each 
bar represents the daily risk ratio given a certain number of caseworkers.  The horizontal line is 
at risk ratio 1.0.  The minus (-) symbol indicates a statistically significant negative correlation 
(p>.05).   
 
 
The risk ratio for rate of placement disruptions, for children who on average had one caseworker 
per year, was below 1.0 and was associated with a statistically significant negative correlation.  
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Although overall there seemed to be an increase in the risk ratios as the number of caseworkers 
per year increased, and the risk ratios for children who on average had 5 or 6 caseworkers per 
year was above 1.0, none of the risk ratios in this analysis were associated with statistically 
significant positive correlations.  Exact risk ratios and correlations associated with this risk 
analysis are listed in Table A.26 in Appendix A.  Although having one caseworker per year may 
be a protective factor, having more than one caseworker per year may not necessarily be a risk 
factor, with regard to rate of placement disruptions, for children having been in care for over one 
year. 
 The next set of risk analyses focused on the primary reason the children were taken from 
their biological parents.  Figure 2.2.39 below depicts the percentage of children according to the 
primary removal reason.  
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Figure 2.2.39. Percentage of foster children by primary removal reason.  Percentage is on the Y-
axis and removal reason is on the x-axis.   The gray bars represent children experiencing stable 
levels of placement disruption (2 or fewer placements), the black bars represent children 
experiencing unstable levels of placement disruption (3 or more placements), and the clear bar 
represent both unstable and stable children.   
 
More children were removed due to neglect than for any other reason.  Physical abuse and sexual 
abuse were experienced by approximately 32% of children.  Other removal reasons included 
caregiver illness, drug abuse (on the part of the parent), inadequate housing, and incarceration of 
the parent.  Across each of these groups, with the exception of the group of children whose 
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parents had been incarcerated, the percentage of children who experienced unstable placement 
histories outnumbered the percentage of children who experienced stable placement histories. 
Figure 2.2.40 below depicts the risk ratios for placements instability (i.e., ≥ 3 disruptions) 
across groups of children according to the primary removal reason. The risk ratios for children 
whose parents had been incarcerated or who had drug abuse problems were below 1.0 and were 
associated with statistically significant relationships.  These two removal reasons thus may have 
served as protective factors against placement instability.  Risk ratios for other removal reasons 
were not significantly above 1.0, and thus none would be considered risk factors for placement 
instability for this set of children who had been in care for at least one year. Exact risk ratios and 
odds ratios associated with this risk analysis are listed in Table A.27 in Appendix A. 
 
Figure 2.2.40. Risk of placement instability (3 or more placements) for foster children primary 
removal reason.  Risk ratios are on the Y-axis and removal reason is on the x-axis.   Each bar 
represents the risk ratio for placement instability given a certain removal reason.  The minus (-) 
symbol identified potential protective factors, and the plus (+) symbol identifies potential risk 
factors. The horizontal lines are at risk ratio 1.0.   
 
Figure 2.2.41 below depicts the risk ratios for rate of placement disruptions (i.e. number 
of disruptions per day), across groups of children according to the number primary removal 
reason. The risk ratios for children whose parents had been incarcerated or who were ill were 
below 1.0 and were associated with statistically significant negative correlations.  These two 
removal reasons thus may have served as protective factors against high rates of placement 
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disruptions.  Risk ratios for other removal reasons were not significantly above 1.0, and thus 
none would be considered risk factors for high rates of placement disruption of this set of 
children who had been in care for at least one year. Exact risk ratios and correlations associated 
with this risk analysis are listed in Table A.28 in Appendix A. 
 
Figure 2.2.41. Daily risk of placement change for foster children by primary removal 
reason.  Risk ratios are on the Y-axis and removal reason is on the x-axis.   Each bar represents 
the daily risk ratio given a certain removal reason.  The horizontal line is at risk ratio 1.0.  The 
minus (-) symbol identified potential protective factors. 
 
The next set of risk analyses focused on the type of disability (if any) for children in this 
sample.  Figure 2.2.42 below depicts the percentage of children according to the disability type.  
 
Figure 2.2.42. Percentage of foster children by disability.  Percentage is on the Y-axis and 
disability is on the x-axis.   The gray bars represent children experiencing stable levels of 
placement disruption (2 or fewer placements), the black bars represent children experiencing 
unstable levels of placement disruption (3 or more placements), and the clear bar represent both 
unstable and stable children.   
 
The majority of children, nearly 60%, were not diagnosed with any disability.  Approximately 
30% of children were diagnosed with emotional problems or other conditions (not specifically 
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identified) which required special care.  A smaller percentage of children were diagnosed with 
visual and/or hearing problems, mental retardation, or physical disabilities.  Across each of these 
groups, with the exception of the group of children diagnosed with a physical disability, the 
percentage of children who experienced unstable placement histories outnumbered the 
percentage of children who experienced stable placement histories. 
Figure 2.2.43 below depicts the risk ratios for placements instability across groups of 
children according disability type.  
 
Figure 2.2.43. Risk of placement instability (3 or more placements) for foster children by 
disability.  Risk ratios are on the Y-axis and disability is on the x-axis.   Each bar represents the 
risk ratio for placement instability given a disability.  The horizontal lines are at risk ratio 1.0.  
The minus (-) symbol identifies potential protective factors, and the plus (+) symbol identifies 
potential risk factors. 
 
The risk ratio for children diagnosed with physical disabilities was below 1.0 and was 
associated with a statistically significant relationship.  Thus having a physical disability may 
have served as protective factors against placement instability.  The risk ratio for children 
diagnosed with emotional disabilities was above 1.0 and was associated with a statistically 
significant relationship.  Thus, having an emotional disability may have served as a risk factor 
for placement instability.   Risk ratios for other disabilities, or for not having any diagnosed 
disability, were not associated with statistically significant relationships, and thus none would be 
considered risk factors or protective factors for placement instability of this set of children who 
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had been in care for at least one year. Exact risk ratios and odds ratios associated with this risk 
analysis are listed in Table A.29 in Appendix A. 
Figure 2.2.44 below depicts the risk ratios for rate of placement disruptions, across 
groups of children according to disability type.  
 
Figure 2.2.44. Daily risk of placement change for foster children by disability.  Risk ratios are on 
the Y-axis and disability is on the x-axis.   Each bar represents the daily risk ratio given a certain 
disability.  The horizontal line is at risk ratio 1.0.   
 
Risk ratios for children diagnosed with emotional disabilities, visual and/or hearing 
disabilities, or mental retardation were above 1.0, but none were associated with statistically 
significant positive correlations.  Exact risk ratios and correlations associated with this risk 
analysis are listed in Table A.30 in Appendix A.  Results of this analysis suggested that being 
diagnosed with these disabilities, or not being diagnosed with any disability at all, was not a 
protective nor a risk factor with regard to rate of placement disruptions, for this set of children 
who had been in care for over one year.  This finding was dissimilar to the results of the risk 
analysis for placement stability, which identified a diagnosis of a physical disability as a 
potential protective factor, and a diagnosis of an emotional disability as a potential risk factor.  
Finally, an analysis of the trends of child placements over time was conducted.  Recall 
that the results of the risk analysis for the factor of length of time in care suggested that the rate 
of placement disruptions was lower for children who had spent 3 to 6 years in care, compared to 
the rate of placement disruptions for children who had spent one to two years in care.  These 
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differences in rate of placements were found across groups of children who were classified 
according to the length of time they had been in care.  The trend analyses were conducted to 
evaluate rate of placements over time within a group of children.  That is, the rate of placement 
disruptions was calculated for each individual child, in 6-month intervals.  These rates were then 
averaged across all 200 children.  Figure 2.2.45 below depicts the average number of placements, 
per 6-month intervals, across time. 
 
Figure 2.2.45. Average number of placement changes within 6-month intervals.    Number of 
placements is on the Y-axis and 6-month intervals are on the x-axis.    
 
Generally the level of placement disruptions remained stable across time.  Rates of placement 
disruptions during the first few 6-month intervals were not higher than rates in subsequent 
intervals, as would have been expected given the results of the risk analysis for time in care.  
However, it is possible that children who remained in care for longer than 3 or 4 years had 
experienced lower rates throughout their time in care (i.e., they did not experience higher rates 
during their first few years in care).  Hence, trends in placement disruptions were recalculated for 
groups of children, depending on the length of time they had been in care.  In order to better 
compare the level of placement disruptions over time across these groups, the measure of 
placement disruptions was converted to a risk ratio based on the ratio of the conditional 
probability of placement disruptions to the unconditional probability of placement disruptions.  
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For each 6 month interval, the average number of placements was taken across all children had 
been in care during that interval.  These were the unconditional probabilities of placement 
disruptions.  Next, the conditional probabilities of placement disruptions were calculated within 
each group of children according to the length of time they had been in care.  
 
Figure 2.2.46. Average number of placement changes within 6-month intervals, for groups of 
children according to the length of time they have been in care (top panel, 2 years, followed by 3 
years, 4 years, 5 years, and 6 years on the bottom panel).    Number of placements is on the Y-
axis and 6-month intervals are on the x-axis.    
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Figure 2.2.46 above depicts the average number of placements, per consecutive 6-month 
intervals, across time, for groups of children according the length of time they had been in care. 
Children who had been in care for 2 years, and children who had been in care for 3 years, 
experienced higher than average rates of placement disruptions.  Risk ratios across 6-month 
intervals for these two groups typically were above 1.0 across the 6-month intervals.  In 
comparison, children who had been in care for 4, 5, or 6 years, experienced average, or lower 
than average, rates of placement disruptions during the first several years in care.  These results 
suggested that children who eventually remain in care over 4 years tend to experience lower rates 
of placement disruptions during their first few years in care.  Also, children who remained in 
care for 6 years experienced lower rates of placement disruptions until approximately year 5, at 
which point they experienced higher rates of placement disruptions.  However, it should be noted 
that of the 200 children in this analysis, only 8 had been in care for 6 years.  Thus, variability 
within children’s rates of placement disruptions may be more pronounced for those groups 
consisting of fewer children. 
2.3 Summary 
Risk analyses were conducted to identify factors which may have been associated with 
high or low levels of placement stability and rates of placement disruptions.  Placement stability 
was defined as a child having experienced 2 or fewer placements across the entire time that child 
was in care.  Placement instability was defined as a child having experienced 3 or more 
placements during the same time period.  This measure was evaluated using this particular 
criterion due to the history of previous research, which utilized the same criteria, as well as the 
federal government having utilized the same criterion in federal standards regarding child 
 93 
welfare.  The measure of placement stability does not, however, capture the number of 
placements above 3 that many children in care experience.  Thus, the second measure, rate of 
placements, also was evaluated.   Initially, the intention was to conduct these risk analyses for an 
entire sample of children, without respect to the length of time they had been in care.  However, 
because half of the children in the larger sample had only been in care for less than one year, the 
analyses were repeated for two groups of children: those children in their first year of care, and 
those children who had been in care for over one year.  Risk analyses were thus calculated for 
4,233 children, for the following child characteristics: length of time in care, current age, age at 
entry into care, and current placement.  Additional characteristics were evaluated for 200 
children; these characteristics included: number of caseworkers per year, primary removal 
reason, and type of disability (if any).  These characteristics were evaluated for children who had 
been in care for over one year only, due to limited availability of these data and the necessity of 
having data for children who would have an adequate placement history in order to be included 
in the trend analysis.   
Often different risk analysis results were produced, both across the two different 
dependent measures, as well as across the different groups of children.  The degree to which the 
risk ratios were significantly above or under 1.0 was evaluated by conducting correlational 
analyses between the different dimensions of the targeted child characteristics and the two 
dependent measures.  Certain factors associated with risk ratios above 1.0 and statistically 
significant positive correlations were considered risk factors, whereas factors associated with risk 
ratios under 1.0 and statistically significant negative correlations were considered protective 
factors.  So as to summarize these results, the factors that may be labeled as risk or protective, 
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across the different risk analysis (and across different groups of children, if applicable) will now 
be presented in tabular form for some of these variables. 
Risk analyses were conducted for the factor of length of time in care, for the larger group 
of children (“all”), as well as for the group of children who had been in care for over one year 
(“over 1 year”).  Dimensions of length of time in care (in years), are presented in Table 2.3.1; 
year intervals identified as protective factors are labeled “-“, those identified as risk factors are 
labeled “+”, and those not identified as either risk nor risk factors are labeled “?”. 
Table 2.3.1. Length of time in Care – Risk and Protective Factors 
 
 Instability Rate 
Time in Care 
(Years) 
All 
Children 
Over 1 
Year 
All 
Children 
Over 1 
Year 
     
0 - N/A + N/A 
1 ? - - + 
2 + ? - ? 
3 + ? - - 
4 + + - - 
5 + + - ? 
6 + + - - 
 
To reiterate, the results of the risk assessments for the factor length of time in care suggested that 
being in care for less than two years may have been both a protective factor against experiencing 
placement instability and a risk factor for experiencing higher rates of placements.   However, 
the rates calculated may be unduly influenced by the length of time in care, as the raw number of 
placements is below 2 for the majority of children in care for less than two years.  In addition, it 
is not unexpected that the longer a child is in care, the more likely they are to experience more 
than 2 placement disruptions.  On the other hand, being in care for longer time periods was 
identified as a protective factor for all children in care for 3 years or more with regard to rate of 
placements.  The results of the trend analysis suggested that, for children in care for over 3 years, 
lower rates of placement disruptions occurred throughout their time in care, including those first 
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couple of years.  In contrast, children who were in care for less than three years experienced 
higher than average levels of placement disruptions. 
Risk analyses were conducted for current age, for all three groups of children, across both 
dependent variables.  Dimensions of age (i.e., age groups) identified as risk or protective factors 
are specified in Table 2.3.2. Generally, age groups 7 and younger were more often identified as 
protective factors against both instability and against high rates of placement disruptions.  Also, 
age groups 12 and older were more often identified as risk factors for placement instability, but 
not for increased rates of placements (with the exception of age groups 14 and 15 within children 
who had been in care for over one year).  By and large, there seemed to be a positive relationship 
between increased age and increased risk of placement instability and increased risk of 
experiencing high levels of placement disruptions, particularly for children who had been in care 
for over one year. 
Table 2.3.2. Current Age – Risk and Protective Factors 
 
 Instability Rate 
Current Age 
(Years) All 
First 
Year 
Over 1 
Year All 
First 
Year 
Over 1 
Year 
       
0 - - - + ? - 
1 - - - - - ? 
2 - ? - - - - 
3 - ? - ? ? - 
4 ? ? - ? ? - 
5 ? ? - ? ? - 
6 - ? - ? ? - 
7 - ? - ? ? ? 
8 ? ? ? ? ? ? 
9 ? ? ? ? ? ? 
10 ? ? ? ? ? ? 
11 ? ? ? ? ? ? 
12 + ? + ? ? ? 
13 + + + ? ? ? 
14 + ? + ? ? + 
15 + ? + ? ? + 
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Risk analyses were conducted for age at entry, for all three groups of children, across 
both dependent variables.  Dimensions of age (i.e., age groups) identified as risk or protective 
factors are specified in Table 2.3.2.  Again, younger age groups were more often identified as 
protective factors across both age sets of children, and for both placement measures.  Older age 
groups were most often identified as risk factors for both instability and increased rates of 
placement disruptions for children who had been in care for over one year in particular (although 
several older age groups also were identified as risk factors for children in their first year of 
care).  In general, there seemed to be a positive relationship between an increased risk of 
placement instability and increased risk of experiencing high levels of placement disruptions and 
age at entry as well (again mostly for children who had been in care for over one year). 
Table 2.3.3. Age at Entry – Risk and Protective Factors 
 
 Instability Rate 
Age at Entry 
(Years) All 
First 
Year 
Over 1 
Year All 
First 
Year 
Over 1 
Year 
       
0 - - N/A - - N/A 
1 ? ? ? - - - 
2 - ? - ? ? - 
3 - ? - ? ? - 
4 ? ? ? ? ? - 
5 ? ? ? ? ? - 
6 ? ? ? ? ? ? 
7 ? ? + ? ? ? 
8 ? ? + ? ? ? 
9 ? ? ? ? ? ? 
10 + ? + ? ? + 
11 + ? + ? ? + 
12 + + + ? ? + 
13 + ? + + ? + 
14 + ? + + ? + 
15 ? + ? + ? + 
 
Risk analyses were conducted on current placement, for all three groups of children, 
across both dependent variables.  Placement types identified as risk or protective factors are 
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specified in Table 2.3.4.  With regard to the entire sample of children, adoptive placements and 
approved relative both were protective factors, with regard to rate of placement disruptions; 
however, the results of the secondary analyses suggested that adoptive placements were a 
protective factor only for children in care for over one year, whereas approved relative 
placements were a protective factor for both sets of children.  Whereas foster home placements 
were identified as a risk factor for high rates of placement disruption for the entire sample of 
children, the secondary risk assessments identified foster homes placements as a risk factor for 
children in their first year of care only.  In addition, group home placements, therapeutic foster 
care placements, and therapeutic home placements (which rarely were placements for children in 
their first year of care) were identified as risk factors for children who had been in care for over 
one year. 
Table 2.3.4. Current Placement – Risk and Protective Factors 
 
 Instability Rate 
Current 
Placement All 
First 
Year 
Over 1 
Year All 
First 
Year 
Over 1 
Year 
       
Approved  
   Relative 
- - - - - - 
Approved Non- 
   Relative 
- ? - - ? - 
Foster Home + + ? ? + ? 
Adoptive Home +  ? ? ? - 
Residential  
   Treatment  
   Center 
+ ? + + ? + 
Therapeutic  
   Foster Home 
N/A N/A + ? ? + 
Group Home N/A N/A + ? ? + 
 
Gender was not found to be related to increased risk of placement instability, or to 
increased risks of experiencing high rates of placement disruptions.  Race was found to be 
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related to increased risks of experiencing high levels of placement disruptions in only white 
children who were in their first year of care.  With regard to number of caseworkers assigned per 
year, having 1 caseworker per year was identified as a protective factor against high rates of 
placement disruptions.  No other dimensions of this variable were found to be either risk nor 
protective factors for children who had been in care for over one year. 
Risk analyses were conducted on primary removal reason across both dependent 
variables for children who had been in care for over one year only.  Removal reasons identified 
as protective factors are specified in Table 2.3.5.   
Table 2.3.5. Primary Removal Reason – Risk and Protective Factors 
Removal Reason Instability Rate 
   
Incarceration - - 
Caregiver Illness ? - 
Drug Abuse - ? 
Neglect ? ? 
Inadequate Housing ? ? 
Physical Abuse ? ? 
Sexual Abuse ? ? 
 
Having been removed due to parental incarceration was found to be a protective factor for both 
stability measures.  Caregiver illness was found to be a protective factor for increased rate of 
placement disruptions, and parental drug abuse was found to be a protective factor against 
placement instability.  No removal reasons were found to be risk factors for either stability 
measure. 
Risk analyses were conducted on disability type across both dependent variables for 
children who had been in care for over one year only.  Disabilities identified as risk or protective 
factors are specified in Table 2.3.6.   
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Table 2.3.6. Disability Type – Risk and Protective Factors 
Disability Type Instability Rate 
   
No Disability Diagnosis ? ? 
Emotional Disability + ? 
Physical Disability - ? 
Mentally Retarded ? ? 
Visual/Hearing Disability ? ? 
Condition Requiring  
   Special  Care 
? ? 
 
A physical disability diagnosis was found to be a protective factor against placement instability, 
whereas an emotional disability diagnosis was found to be risk factor for placement instability.   
No disabilities were found to be risk factors or protective factors for rate of placement 
disruptions. 
 In summary, the risk analyses for foster child characteristic identified that certain 
dimensions of length of time in care, current age, age at entry into care, and specific types of 
placements, removal reasons, and disabilities were in some way associated with high or low risks 
of placement instability and with high or low rates of placement disruptions.  Dimensions of 
gender, race, and number of caseworkers were generally not found to be related to increased or 
lowered risks.  In Chapter 3, risk analyses will be conducted with regard to foster parent 
characteristics.   
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Chapter 3: Foster Parent Risk Analyses 
3.1 Methods 
3.1.1 Data Collection and Participants 
Data included in the risk assessments and trend analyses were collected from HSn and 
ICWSIS.  First, a list of caregivers was generated from HSn.  This list included the following 
information used in the risk analysis: caregiver name and marital status.  As there were no data 
regarding placements or length of time providing foster care on this list, additional data were 
gathered from individual caregiver records for 200 caregivers.   Race and age data were gathered 
from HSN, and placement histories were gathered from ICWSIS.  Caregivers randomly selected 
for this analysis met the following criteria: all were from one particular district, all had been 
providing care for at least one year, and none had received services from the Behavior Analysis 
Services Program.   Most of the foster parents selected did not have any current placements, and 
most likely were no longer providing care. 
3.1.2 Data Analyses 
The evaluation of factors associated with increased or decreased risks of placement 
disruption (rate) was carried out by calculating risk ratios.  This procedure was nearly identical to 
the procedure described for the risk analysis for rate of placement disruptions for foster children.  
Again, risk ratios were based on the comparison between the unconditional probability of 
placement disruption, to the conditional probability of placement disruption, given the presence 
of certain factors (i.e., age, marital status, etc).  The probability of placement disruption for any 
given foster parent, on any given day, per placement capacity, was first calculated by dividing 
the number of placements disruptions experienced by each foster parent, by the length of time (in 
days) spent providing foster care.  This produced the average number of placement disruptions 
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per day per parent.  Foster parents often had more than one child in the home at any given time.  
Therefore, the average capacity (i.e., number of children in the home) was calculated for each 
foster parent.  Although both HSn and ICWSIS contain information regarding each parent’s 
licensed capacity (i.e., the number of children they are allowed to have at any one time), this 
figure was not used.  Rather, the actual number of children in the home for each day providing 
care was calculated from each foster parent’s placement history.  The average number of 
children in the home on any given day was calculated; this was considered the foster parent’s 
actual capacity.  Finally, the number of placements per day was divided by placement capacity, 
and this resulted in the dependent variable: probability of placement disruption for any given 
foster parent, on any given day, per placement capacity.  This value was averaged across all 
foster parents included in the analysis, producing the unconditional probability of placement 
disruption.  The conditional probability of placement disruption was calculated by averaging the 
number of placement disruptions or particular groups of parents.  These groups were formed 
according to the factor targeted for analysis.  The conditional probabilities were then divided by 
the unconditional probability to produce the risk ratio associated with each particular factor.   
The average percentage of foster parents belonging to certain groups within the factors 
selected for evaluation also was calculated.  The groups within factors (or dimensions of the 
factors) for which risk ratios were evaluated were selected for analysis if at least 1% of the 
sample of foster parents were represented by that group.  The factors included in the risk 
assessment, as well as the dimensions of each factor included in the analyses, are listed in Table 
3.1.    Length of time providing care was rounded down to the preceding year interval.  Capacity 
was rounded to the nearest whole number.  If the foster home was comprised of a married 
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couple, their individual ages were averaged.  Age then was categorized into age groups (e.g., 
30’s, 40’s, etc).   
Table 3.1.1. Factors Evaluated in Foster Parent Risk Assessment  
 
Factors Dimensions 
  
Length of time providing care (years) 1 to 9 years 
Capacity (number of children) 1 to 5 
Marital status Married Couple 
Single Female 
Race Black 
White 
Age group (years) 20’s 
30’s 
40’s 
50’s 
60’s 
70’s 
 
 The risk analyses results were evaluated in two ways.  First, risk ratios for each of the 
factors listed above were graphed across each selected dimension.  Horizontal lines at risk ratio 
1.0 were drawn, so that the position of each dimension relative to a neutral risk ratio could  more 
easily be discerned.   
Second, in order to estimate the relationship between rate of placement disruptions (i.e., 
number of disruptions per day, per child in the home) and each factor dimension, point-biserial 
coefficients (rpb) were calculated.  Again, each factor under investigation was broken up into 
groups (i.e., age as a factor was broken down into age groups), the dependent variable became a 
dichotomous variable.  The resulting correlations ranged from -1 to 1.  With regard to this 
particular study, a negative correlation matched a risk ratio that was below 1.0, and a positive 
correlation matched a risk ratio that was above 1.0.  Hypothesis testing was conducted with 
regard to each correlation, with the null hypothesis being that the correlation between rate of 
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placement disruptions and each independent variable in the population (i.e., p) was zero.  Two-
tailed t - tests were performed, and the rejection of the null hypothesis occurred if the value of t 
was significant at α = .05.  Rejection of the null hypothesis, with regard to a positive correlation 
(and a coexisting risk ratio over 1.0), indicated that there was a strong relationship between rate 
of placement disruptions and a particular dimension, and that the particular dimension could be 
considered a potential risk factor for experiencing high rates of placement disruption.  
Conversely, rejection of the null hypothesis, with regard to a negative correlation (and a 
coexisting risk ratio under 1.0), indicated that there was a strong relationship between rate of 
placement disruption, and that the particular dimension could be considered a potential 
protective factor against experiencing high rates of placement disruption. 
Finally, the trends in placements over time were calculated for all 200 foster parents 
included in risk assessment.  First, the average number of placement disruptions, divided by 
capacity, within 6-month intervals, was calculated for each foster parent.  Next, the average rate 
of disruptions across consecutive 6-month intervals was calculated across all foster parents.     
In addition, the average rate of disruptions, per 6-month interval, was calculated for separate 
groups of foster parents, according to the length of time they provided care.  This value was 
considered the conditional rate of placement disruptions, per consecutive 6-month interval, for 
each group of foster parents.  The conditional probability of placement disruption within each 6-
month interval was divided by the unconditional rate of placement disruption for each 6-month 
interval to produce risk ratios across time.  These risk ratios were graphed for each group of 
foster parents.  Converting the rate of placement disruptions to risk ratios allowed for a clearer 
comparison of placements over time, in relation to the risk of experiencing above or below 
average rates of disruptions, across groups of foster parents.    
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3.2 Results 
The first variable evaluated in risk assessments was length of time providing care (in 
years).  Overall, foster parents had been providing care for 3 years.  In each of the following 
figures depicting percentage of foster parents in each dimension of the relevant factor, 
percentage is on the Y-axis and the different dimensions are on the X-axis.  Figure 3.2.1 below 
depicts the percentage of foster parents belonging to each group according to the length of time 
they had been providing care (from 1 to 9 years). 
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Figure 3.2.1. Percentage of foster parents in groups according to the number of years they have 
been providing care, from 1 to 9 years. Percentage is on the Y-axis and time providing care (in 
years) is on the x-axis.    
 
Nearly 50% of the parents had been providing care for less than 4 years.  There was a general 
decreasing trend in the percentage of parents who provided care from year group 3 to group 8. 
Figure 3.2.2 below depicts the risk ratios for the factor of time providing care. Generally 
there was a deceasing trend in risk ratios as the length of time groups increased. This suggested 
that foster parents with more experience had experienced fewer placement disruptions.  Foster 
parents who had been providing care for one year (up to just less than 2 years) had the highest 
risk ratio, and this risk ratio was associated with a statistically significant positive correlation.  
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Thus, having been providing care for less than two years may have been a risk factor for 
placement disruptions.  Although the risk ratios for subsequent groups were near or below risk 
ratio 1.0, none were associated with statistically significant negative correlations.   
 
Figure 3.2.2. Daily risk of placement disruptions for foster parents in groups according to the 
number of years they have been providing care, from 1 to 9 years.  Risk ratios are on the Y-axis 
and time providing care (in years) is on the x-axis.   Each bar represents the risk ratio for 
placement instability given a length of time in care.  The horizontal line is at risk ratio 1.0.  The 
plus (+) symbol identifies potential risk factors. 
 
Exact risk ratios and correlations associated with this risk analysis are listed in Table B.1 in 
Appendix B. 
The next risk analysis was conducted for the factor of capacity, or number of children in 
the home at any given time.  Figure 3.2.3 below depicts the percentage of foster parents 
belonging to each group according capacity.  
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Figure 3.2.3. Percentage of foster parents in groups according to capacity, from 1 to 5 
children.Percentage is on the Y-axis and time providing care (in years) is on the x-axis.    
 
The majority of foster parents had an average capacity of 1 to 3 children.  Fewer foster 
parents had an average capacity of 4 or 5 children. The risk ratios for each of these capacity 
groups are depicted in Figure 3.2.4. 
 
 
Figure 3.2.4. Daily risk of placement disruptions for foster parents in groups according to 
capacity.  Risk ratios are on the Y-axis and capacity is on the x-axis.   The horizontal line is at 
risk ratio 1.0.  The plus (+) symbol identifies potential risk factors. 
 
 
Risk ratios for both groups 1 through 3 were below 1.0, but none was associated with a 
statistically significant negative correlations.  Both capacity groups 4 and 5 had risk ratios above 
1.0, but only group 4 was associated with a statistically significant positive correlation.  
Although generally there seemed to be an increase in the risk ratios as capacity increased, only a 
capacity of 4 children was identified as a risk factor for placement disruptions.  Exact risk ratios 
and correlations associated with this risk analysis are listed in Table B.2 in Appendix B. 
The next risk analysis was conducted for the factor of marital status.  Figure 3.2.5 below 
depicts the percentage of foster parents belonging to each group according marital status. The 
majority of foster parents were comprised of married couples.   
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Figure 3.2.5. Percentage of foster parents in groups according to marital status. Percentage is on 
the Y-axis and race is on the x-axis.    
 
Figure 3.2.6 depicts the risk ratios for these two groups. 
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Figure 3.2.6. Daily risk of placement disruptions for foster parents in groups according marital 
status.  Risk ratios are on the Y-axis and marital status is on the x-axis.   Each bar represents the 
risk ratio for placement instability given marital status.  The horizontal line is at risk ratio 1.0.   
 
 
Risk ratios for both groups were near 1.0, and neither was associated with statistically significant 
correlations.  Thus, there appeared to be no risk or protective factors given marital status.  Exact 
risk ratios and correlations associated with this risk analysis are listed in Table B.3 in Appendix 
B. 
The next risk analysis was conducted for the factor of race.  Figure 3.2.7 below depicts 
the percentage of foster parents belonging to each group according race. 
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Figure 3.2.7. Percentage of foster parents in groups according to race. Percentage is on the Y-
axis and race is on the x-axis.    
 
The majority of foster parents were white.  Figure 3.2.8 depicts the risk ratios for these 
two groups. 
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Figure 3.2.8. Daily risk of placement disruptions for foster parents in groups according to race.  
Risk ratios are on the Y-axis and race is on the x-axis.  The horizontal line is at risk ratio 1.0.   
 
Risk ratios for both groups were near 1.0, and neither was associated with statistically significant 
correlations.  Thus, there appeared to be no risk or protective factors given foster parent race.  
Exact risk ratios and correlations associated with this risk analysis are listed in Table B.4 in 
Appendix B. 
 
The final risk analysis was conducted for the factor of foster parent age.  Figure 3.2.9 
below depicts the percentage of foster parents belonging to each age group. 
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Figure 3.2.9. Percentage of foster parents in groups according to age. Percentage is on the Y-axis 
and groups are on the x-axis.    
 
Most foster parents were in their 40’s to 60’s.  The highest percentage of parents were 
those in their 40’s.  Figure 3.2.10 depicts the risk ratios for these age groups. 
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Figure 3.2.10. Daily risk of placement disruptions for foster parents in groups according to age.  
Risk ratios are on the Y-axis and age groups are on the x-axis.  The horizontal line is at risk ratio 
1.0.   
 
Risk ratios for all groups were near 1.0, and none were associated with statistically significant 
correlations.  Thus, there appeared to be no risk or protective factors for any particular age 
groups.  Exact risk ratios and correlations associated with this risk analysis are listed in Table 
B.5 in Appendix B. 
Finally, an analysis of the trends of caregiver placements over time was conducted.  
Recall that the results of the risk analysis for the factor of length of time providing care 
suggested that the rate of placement disruptions was highest for foster parents who had been 
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providing care for less than 2 years.  Generally there was a decreasing trend in the risk ratios 
across more experienced foster parent groups.   These differences in rate of placements were 
found across groups of foster parents who were classified according to the length of time they 
had been providing care.  The trend analyses were conducted to evaluate rate of placements over 
time within a group of foster parents.  That is, the rate of placement disruptions was calculated 
for each individual foster parent, in 3-month intervals.  These rates were divided by the foster 
parent’s placement capacity.  The rates then were averaged across all 200 foster parents.  Figure 
3.2.11 below depicts the average number of placements, per 3-month intervals, across time. 
 
Figure 3.2.11. Average number of placement changes per children in the home for consecutive 3-
month intervals.    Number of placements is on the Y-axis and 3-month intervals are on the x-
axis.    
 
Overall, the level of placement disruptions remained stable across time.  Rates of placement 
disruptions during the first few 3-month intervals were not higher than rates in subsequent 
intervals, as would have been expected given the results of the risk analysis for time providing 
care.  However, it is possible that foster parents who continued to provide care for longer than 2 
years had experienced lower rates of disruptions even during those first couple of years.    
Next, trends in placement disruptions were recalculated for groups of foster parents, depending 
on the length of time they had been providing care.  In order to better compare the level of 
placement disruptions over time across these groups, the measure of placement disruptions was 
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converted to a risk ratio based on the ratio of the conditional probability of placement disruptions 
to the unconditional probability of placement disruptions.  This procedure was identical to the 
one described for the trend analysis of foster child placement disruptions described above.  
Figure 3.2.12 below depicts the average number of placements, per consecutive 3-month 
intervals, across time, for groups of foster parents according to the number of years they had 
been providing care. The results of the trend analysis below suggested that foster parent who 
provided care only for 1 or two years had experienced higher than average levels of placement 
disruptions.  Risk ratios for each 3-month interval for these two groups were above 1.0 
throughout the first couple of years they provided care.  In contrast, foster parents who 
eventually continued to provide care for over 2 years seemed to have had fewer placement 
disruptions during their first few years of providing care, as those risk ratio points were near or 
below risk ratio 1.0.  Foster parents who went on to provide care for up to 8 and 9 years had the 
lowest risk ratios during their first few years in care.  Thus, it may be that foster parents who quit 
fostering after a couple of years are those who had experienced higher than average levels of 
placement disruptions during first few years.  On the other hand, foster parents who eventually 
continued to provide care may have experienced lower than average levels of placement 
disruptions during those first few years. 
3.3 Summary 
 Risk analyses were conducted to identify foster parent characteristics that may 
have been associated with high or low risks of placement disruptions.  Overall risk ratios for 
placement disruptions were highest for foster parents who were in their first couple of years 
providing care.    Risk ratios were lower for foster parents who had been providing care for over 
3 years.  
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Figure 3.2.12. Average risk of placement disruptions per child in the home for consecutive 3-
month intervals, for groups of foster parents according to the length of time they have been 
providing care (top panel, 1 year, followed by 2 years, 3 years, 4 years, 6 years, 7 years, 8 years, 
and 9 years on the bottom panel).    Risk ratio is on the Y-axis and 3-month intervals are on the 
x-axis.   
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Although these results suggested that less experienced foster parents were at a higher risk for 
placement disruptions, the results of the trend analysis suggested that foster parents who 
continued to foster for 3 years or more had experienced lower levels of placement disruptions 
throughout their years providing care, including those less experienced during the first couple of 
years.  Thus, it may be presumptive to suggest that less experienced foster parents are necessarily 
at risk for experiencing high levels of placement disruptions.  On the other hand, additional 
research should be conducted to further investigate the potential relationship between 
experiencing high levels of placement disruptions and eventually resigning from providing foster 
care. 
 Generally, there was an increase in the risk of placement disruptions as the number of 
children in the home (capacity) increased, although risk ratios were associated with statistically 
significant positive correlations for only one group (capacity 4).   Dimensions of age, race, and 
marital status appeared to be unrelated to levels of placement disruptions.  Then again, these 
analyses were conducted on a sample size of only 200 foster parents.  In comparison, many of 
the significant findings from the child risk assessments had been from analyses involving over 
4,000 children.  Analyses conducted with a larger sample of foster parents may better reveal 
some of these foster parent characteristics to be risk factors or protective factors. 
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Chapter 4: Evaluation of a Parent Training Curriculum 
4.1 Training Curriculum 
 Staff of the Behavior Analysis Services Program teach parenting classes throughout the 
state of Florida.  In this chapter, data from 3 different aspects of the training will be presented.  
First, improvements in caregiver performance on skills tests were evaluated.  Second, measures 
of satisfaction with various facets of the training were evaluated.  Finally, differential levels of 
attendance and attrition associated with incentives or requirements for attending the training 
classes were assessed.    
In the past 3 years, the primary training curriculum used was the  “Parenting Tools for 
Positive Behavior Change” course, which is taught over a 10-week period.  Classes were held at 
various times of the day (morning, afternoon, and evening) and in different cities, in order to 
accommodate as many caregivers as possible.  Trainers were Behavior Analysts and Senior 
Behavior Analysts who were themselves trained on the curriculum and certified yearly to ensure 
their knowledge of the class material.  Certification involved a written test on the course material 
and demonstrations of the skills taught during the class.  Senior Behavior Analysts were 
responsible for ensuring the quality of the training provided by the Behavior Analysts (although 
there were no set data collection or reporting protocols for this supervision).   
 The training sessions included a variety of teaching methods: didactic lectures, class 
activities that require active student participation, modeling, role-playing, and feedback on 
demonstrated skills.  In addition, caregivers were provided with the book “Positive Parenting” 
(Latham, 1990).  Reading assignments that accompany each session were given weekly.  
Caregivers also were given weekly homework assignments which typically involved them 
describing their implementation of the skills learned in class.  Caregivers also were asked to 
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collect data on the occurrence of a pre-determined and defined set of behavior consisting of one 
inappropriate behavior and a related (alternative) desired behavior of their child. 
 A basic description of the topics covered during each class is provided in Table 4.1.1.  
The course material consisted primarily of a set of techniques, referred to as “Tools,” used to 
address a variety of behavior.  In addition, conceptual information regarding the principles of 
behavior analysis, coercives, and proactive parenting was provided.  Note that the first and final 
classes consisted primarily of role-play testing, which will be described shortly in detail.   
Table 4.1.1 Course Session Descriptions 
 
Session Number Information Covered 
1 Course Overview and Assessment of Skills 
2 Introduction to Parenting Tools for Positive Behavior Change and 
Avoid Coercion 
3  Tool 1: Stay Close 
4  Tool 2: Give Positive Consequences 
  Tool 3: Ignore Junk 
5 Tool 4: Pivot 
Tool 5: Stop-Redirect-Give Positive Consequences 
6 Tool 6: Set Expectation 
7 Tool 7: Use a Contract 
8 Tool 8: Time-Out 
9 Tool 9: Assess Behavior using the ABC’s 
10 Post-Course Assessment 
 
 
Each of the tools corresponded to one or more commonly used techniques in Applied 
Behavior Analysis.  A list of the tools and a brief description of the techniques are provided in 
Table 4.1.2. 
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Table 4.1.2 Tool Descriptions 
Tool Name    Behavioral Technique(s) 
Stay Close    Provide noncontingent attention; Establish the  
caregiver as a source of positive reinforcement  
Give Positive Consequences Provide rewards for appropriate behavior, possibly 
reinforcement 
Ignore Junk Differential reinforcement; minimize attention for 
children’s minor problem behavior that does not 
pose a danger to self, others, or property; provide 
attention contingent on appropriate behavior 
Pivot Minimize attention for inappropriate behavior as 
described in “Ignore Junk;” provide differential 
attention to other individuals present contingent on 
appropriate behavior 
Stop-Redirect-Give Positive Immediately stop dangerous behavior  
  Consequences (blocking), redirect the child to an alternative 
appropriate active, provide rewards contingent on 
appropriate behavior; differential reinforcement 
Set Expectation Describe to the child the behavior expected, the 
consequences for meeting that expectation (delivery 
of rewards), and the consequences for not meeting 
that expectation (lack of rewards); reinforcement 
Use a Contract Written form of “Set Expectations”, including short 
term and long term rewards; reinforcement; teaches 
on going data collection 
Time-Out Immediately stop dangerous behavior, separate the 
child from the situation and other individuals, place 
the child in a safe but austere location for a brief 
period of time 
Assess Behavior using the ABC’s Describing the behavior of a child in observable and 
measurable ways, describing the events that 
occurred prior to the behavior (antecedents) and the 
events that occurred following the behavior 
(consequences) 
 
Each of these tools, with the exception of “ABCs” and “Contract,” was task analyzed into 
a list of steps.  Students are taught the tools using this task analysis.  The descriptions of each 
task analysis are provided in Appendix C. 
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4.2 Skills Assessments 
4.2.1 Methods 
Parental knowledge of the skills taught in class was assessed during role-play 
demonstrations on the first day of class, and again on the last day of class.  During these role-
plays, Behavior Analysts played the role of children, and caregivers demonstrated how they 
would respond in those situations.  The scenarios used during these role-plays are predetermined 
and scripted.  The scripts used during the role plays are provided in Appendix D.  Checklists 
were used by the Behavior Analysts to record parental behavior.  These checklists were 
comprised of the task analysis lists for each tool previously described.  Caregivers may have 
been checked off as having correctly performed the step, having incorrectly performed the step, 
or as having no opportunity to demonstrate that step.  Scores on each role-play (i.e., for each 
individual tool) were calculated by dividing the number of correct responses by the total number 
of steps for which a response was applicable (i.e., if the caregivers did not have the opportunity 
to demonstrate a step, that step was not included in the total number of applicable steps).  That 
value was multiplied by 100 to provide a percentage score.  A second Behavior Analysts 
simultaneously, but independently, recorded parental behavior, and these records were compared 
to assess inter observer reliability.  Percentage agreement was calculated by determining whether 
the two observers agreed on each step, then dividing the number of agreements by the total 
number of steps, then multiplying by 100. 
Data for this analysis were gathered from classes taught in three Districts, within a 3 year 
period.  Six hundred caregivers originally enrolled in class.  Of those, 383 completed the class.  
Pre-test scores were calculated for all participants, and post-test scores were calculated for those 
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who completed the course.  Pre-test scores for those who did not complete the class will not be 
presented here.  Accordingly, 383 sets of pre-post test scores were evaluated.   
4.2.2 Results 
Across all three Districts, 53 classes were taught in a 3 year period.   Skill assessment 
scores were averaged across all individuals for each class taught.  These scores are depicted in 
figure 4.2.1 below.   Class averages for District 3 are in the top panel, for District 13 in the 
middle panel, and for District 12 in the lower panel. 
 
 
Figure 4.2.1. Percentage of steps correct on pre-class assessments (open squares) and post-class 
assessments (closed squares), averaged across class participants who completed class.  Average 
assessment scores for consecutive courses taught in District 3 (top panel), District 13 (middle 
panel), and District 12 (lower panel).  Percentage of steps correct is on the Y-axis and 
consecutive courses are on the x-axis.    
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Average scores on post-class skill assessments (closed squares) were higher than average scores 
on pre-class skill assessments (open squares) across all classes.  Average pre-class scores were 
44% (range 34% to 66%) in District 3, 50% (range 32% to 61%) in District 13, and 41% in 
District 12 (range 30% to 62%).  Average post-class scores were 82% in District 3 (range 67% to 
93%), 79% in District 13 (range 71% to 97%), and 86% in District 12 (range 71% to 92%). 
Graphs of individual skills assessments, for each individual trained caregiver, were too 
numerous to be individually included here.  Data from six randomly selected individuals are 
depicted in figure 4.2.2. 
 
 
Figure 4.2.2. Percentage of steps correct on pre-class assessments (open squares) and post-class 
assessments (closed squares), for 6 individuals who completed class.  Percentage of steps correct 
is on the Y-axis and skills are on the X-axis, and consist of Stay Close (SC), Give Positive 
Consequences (GP), Ignore Junk (IJ), Pivot (P), Stop-Redirect-Give Positive Consequences 
(SRG), Setting Expectations (SE), Contract (C), Time Out (TO), and Antecedent-Behavior-
Consequences (ABC).    
 
Scores on post-class skill assessments (closed squares) typically were higher than scores on pre-
class skill assessments (open squares).  The range of pre and post class scores varied between 
tools, and between individuals; however, that the post-class scores were an improvement over 
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pre-class scores was a reliable and replicated finding across all individuals.  Although in a few 
cases a post-class score was not an improvement on individual skills, 100% of the caregivers 
showed an overall improvement when skill scores were averaged. 
 Finally, average scores were taken across each skill type.  Average scores were depicted 
in Figure 4.2.3 below. 
 
 
 
 
 
 
 
 
 
 
Figure 4.2.3. Percentage of steps correct on pre-class assessments (open squares) and post-class 
assessments (closed squares) across individual skills.  Percentage of steps correct is on the Y-
axis and skills are on the X-axis, and consist of Stay Close (SC), Give Positive Consequences 
(GP), Ignore Junk (IJ), Pivot (P), Stop-Redirect-Give Positive Consequences (SRG), Setting 
Expectations (SE), Contract (C), Time Out (TO), and Antecedent-Behavior-Consequences 
(ABC).    
 
Post-class scores where higher than pre-class scores for all 9 skills assessed.  Post-class scores 
were above 80% for 7 of the 9 skills.  The lowest pre-class and post-class scores were for the 
Time-Out skill, which included the most steps (average post test score = 75%)  The Setting 
Expectations skills also had one of the lowest average post-class scores (M=75%), and it too had 
a relatively large number of steps.   
   Inter observer agreement was assessed for 13% of the individual skills.   A second 
observer collected data during the assessment for 30% of the skills in District 3 and for 15% of 
the skills in District 13, but not at all in District 12.   The average inter observer agreement (IOA) 
was 79.5% in District 3, and 73.7% in District 13.  It should be noted that on average, the IOA 
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for the pre-class assessment was lower (M=72%) than the average IOA for the post-class 
assessment (M=81%) across both Districts. 
4.2.3 Summary 
 Parent levels of performance were assessed at the beginning and end of the course.  These 
skills assessments were derived directly from the task analyzed procedures taught in class.  
Acquisition of specific skills taught during the parent training occurred for all individuals who 
completed the class. The results of the pre-class and post-class skills assessments suggested that 
the parenting course is successful in teaching specific skills, namely the 9 “Parenting Tools”.  
These results do not, however, speak to the generalization of skills acquisition to the home 
environment.  That is, the data do not address whether parents were able to demonstrate these 
skills during natural interaction between their children and themselves.  In addition, the degree to 
which improvements in these very specific skill sets generalized to other parent-child 
interactions remains unknown.   
Although improvements in scores following training were observed consistently across 
individuals, across skills, and across districts, inter-observer agreement was calculated for only 
13% of the skills assessed, and the average IOA was in the mid to high 70’s across both districts.  
Behavioral research utilizing direct observations of human behavior typically strives to gather 
IOA data for 20% to 30% of the observations, and an IOA score of least 80% is preferred.  Thus, 
compared to most standards in behavioral research, the IOA data gathered for this analysis are 
sub par.  This and other issues related to conducting research on a largely service-based, state-
wide program will be discussed in further detail in Chapter 5. 
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4.3 Parental Satisfaction 
4.3.1. Methods 
In one District (D3), some caregivers completing the 30-hour course were asked to 
complete a class evaluation constructed specifically to obtain information regarding their 
satisfaction with different aspects of the course.  Caregivers completed the evaluation 
anonymously during the last day of class.   The evaluation consisted of 24 statements, and the 
caregivers were asked to rate the degree to which they agree or disagree with each statement on a 
5 point scale, with 5 being the highest level of agreement, and 1 being the lowest level of 
agreement.  This evaluation has been included in Appendix E.   
Average ratings for each statement were calculated.  The total ranking scores for each 
question was divided by the number of people completing the evaluation.  This produced the 
average ratings for each statement.  These average ratings, as well as the range of responses and 
the mode, will be reported in tabular form. Twenty seven caregivers completed this evaluation.    
4.3.2. Results 
The results of the satisfaction survey are below in Table 4.3.1. The average rating for positive 
statements regarding the performance of the trainer during class was 4.97, with 5.0 being the 
highest level of agreement.  In addition, caregivers agreed with the statements that they used the 
skills learned in class to address child behavior problems in their home, and that doing so was 
helpful.  The average rating for positive statements regarding the class activities, including role-
plays and checklists, was 4.56.  The average rating for statements regarding the extent to which 
caregivers completed homework assignments (both readings and data collection assignments) 
was 3.88 (with 4 being “somewhat agree”).  Caregivers generally agreed that the class was held 
at a convenient time, and disagreed that the travel time to class was a hardship.   
 123 
 
Table 4.3.1 Satisfaction Survey Results 
Questions            Average (Range)      Mode 
The tools taught in class were helpful (they helped me with the  
   children in my home).  
4.67 (1to5) 5 
The skills I learned in class will be helpful to me in the future. 4.81 (3to5) 5 
I enjoyed the role-plays (when the Behavior Analyst pretended to be  
   the child and I showed them what I would do). 
4.64 (3to5) 5 
The role-plays helped me learn the new parenting skills. 4.59 (1to5) 5 
The checklists (the list of steps required for each parenting tool)  
  were complex. 
2.88 (1to5) 4 
The checklists were easy. 4.46 (2to5) 5 
The number of steps in the checklists was reasonable. 4.00 (1to5) 5 
I completed the readings on a weekly basis. 3.64 (1to5) 4 
The readings were informative and helpful. 4.14 (2to5) 5 
The instructor arrived on time for class. 5.00 (5to5) 5 
The instructor was friendly and courteous. 5.00 (5to5) 5 
The instructor was knowledgeable about the information taught in  
   class. 
5.00 (5to5) 5 
The instructor was excited about the information taught in class. 4.88 (3to5) 5 
The instructor made the information understandable to me during the 
  lectures, activities, and when answering questions. 
5.00 (5to5) 5 
I used the suggestions the Behavior Analyst made to reduce  
  individual child behavior problems. 
4.78 (3to5) 5 
The Behavior Analyst was helpful in working with me to improve  
   individual child behavior problems. 
4.79 (3to5) 5 
The Behavior Analyst tried to schedule weekly appointments with  
   me. 
4.72 (3to5) 5 
I used the home behavior-recording tool weekly. 4.16 (2to5) 5 
The home behavior-recording tool was useful and helpful. 4.11 (1to5) 5 
I would call the Behavior Analyst (or a counselor to request services  
   from a Behavior Analyst) if a child in my home has a serious  
   behavior problem. 
4.59 (1to5) 5 
The amount of time I spent in class was reasonable. 4.74 (3to5) 5 
The day and time of the class was convenient. 4.56 (2to5) 5 
Travel time to class was a hardship. 2.08 (1to5) 1 
Contact with other families was beneficial. 4.44 (1to5) 5 
 
4.3.3. Summary 
 Overall, caregivers responded favorably to all aspects of the course.  However, it should 
be noted that only a small number (27) of the caregivers who finished the course completed this 
evaluation.  In addition, the evaluation was given on the last day of class, thus the satisfaction of 
those caregivers who dropped out of the course was not assessed.  Finally, it is possible that 
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caregivers responded in the same way (i.e., with a rating of “5”) to all statements without taking 
the time to read and evaluate each individual statement.  However, on average participants did 
disagree with the statement that travel time to class was a hardship.  This indicates that perhaps 
the caregivers did evaluate each statement individually.  In addition, several caregivers wrote in 
comments praising the staff and the curriculum.  Thus, at least for this small sample of 
caregivers, there were strong indications that they were satisfied with their training experience. 
4.4 Attendance and Attrition 
 Overall, approximately 36% of all caregiver dropped out of the 30-week parent training 
course.  Thus, a large number of caregivers who were referred to the Behavior Analysis Services 
Project did not complete the training that was either recommended or required by the Department 
of Children and Families.   In addition, caregivers missed (on average) 3 out of 10 classes.  Each 
time a caregiver missed a class, a Behavior Analyst offered to make-up the missed classes, 
usually during a home-visit.  These make-up sessions cost both extra time and money 
(considering travel expenses, etc associated with additional home visits).   
 Across the different Districts, or areas, of Florida, the Department of Children and 
Families varied with regard to the incentives they provided to caregivers who attended the 
classes, as well as with regard to the requirements they imposed on some caregivers to attend 
classes.  This allowed us to evaluate potential differences in attendance and attrition levels 
associated with differing incentives or requirements. 
4.4.1 Methods 
Data regarding attendance and attrition were collected from three Districts (3, 13, and 12) 
within a 3-year period.  A total of 600 caregivers were enrolled in the 30-hour course described 
above, and 53 courses were taught. 
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At each class, caregivers signed a “sign-in” sheet to record their presence.  Behavior 
Analysts then summarize class attendance on a variety of lists or databases.  In addition, 
Behavior Analysts made a note of when caregivers dropped out of the class.  Data on attendance 
were summarized by dividing the total number of caregivers who attended each weekly class by 
the total number of caregivers who were enrolled in the class, then multiplying by 100.  
Attendance data were thus calculated for each weekly class, for all 10 weeks of each course 
taught.   A caregiver was considered to have dropped out if they did not complete the last session 
of the course.  The date at which they were considered to have dropped out was the first class 
that they missed and did not make-up, in the series of missed classes.  Data on attrition for each 
group was summarized by dividing the cumulative number of caregivers who dropped out of the 
course by the total number of caregivers originally enrolled in the class, then multiplying by 100, 
on a class by class basis.  This produced the cumulative percentage attrition for each class.  
Comparisons of attendance and attrition, across different groups of caregivers, were evaluated 
via visual inspection of graphed data.  Caregivers were grouped according to the incentive(s) or 
requirement(s), they received.  In addition, participants were grouped according to the type of 
caregiver they were (e.g., foster parent, adoptive parent, biological parent, staff). 
The reliability of the Behavior Analysts’ recording of attendance and attrition was 
measured by comparing the reports of the Behavior Analysts to the class sign-in sheets.  An 
agreement for attendance and attrition was scored if the Behavior Analyst’s record matched that 
of the sign-in sheet, if both indicated that the caregiver had attended, or if both indicated that the 
caregiver did not attend.  A disagreement was scored if one Behavior Analyst indicated that the 
caregiver had attended, whereas the other Behavior Analyst did not.    The percentage reliability 
for each participant was calculated by dividing the number of agreements by 10 (the total 
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number of classes for which attendance could have been measured) then multiplying by 100.  
The average reliability for attendance and for attrition across participants were then calculated.   
Reliability was calculated for 27% of the 600 caregivers who originally enrolled in class.  
Average reliability for attendance was 96% (range 60% to 100%), and reliability for attrition was 
100%. 
4.4.2. Results 
 The distribution of participants who were enrolled in parenting course, according to the 
type of caregiver they were, is in Figure 4.4.1 below.  The total number of caregivers within each 
group is depicted by the clear bars, and the number of caregivers within each group who did not 
receive any incentives or requirements is depicted by the gray bars.  
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Figure 4.4.1.  The total number of participants within each caregiver type group (clear bars) and 
the number of participants within those groups who did not receive any incentives or 
requirements (gray bars).  Number is on the Y-axis, and caregiver type groups are on the X-axis. 
 
The majority of the caregivers enrolled in class were foster parents, and approximately half of 
them did not receive any incentives or requirements to attend class.  The next highest group was 
biological parents, and a bit over half of them did not receive any incentives or requirements to 
attend class.  The vast majority of relative, staff, and other caregivers did not receive incentives 
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or requirements to attend class, whereas the majority of the residential staff were required to take 
the course.  It should be noted that of those individuals who were told that they were required to 
take the class, none lost their jobs (in the case of staff) or lost their privileges as foster parents for 
failing to complete the courses. 
 Differences in attendance and attrition, according to caregiver type, was evaluated by 
calculating the mean attendance and attrition per caregiver type for caregivers who did not 
receive any incentives or requirements.  The percentage of classes attended per caregiver type is 
depicted in Figure 4.4.2. 
 
Figure 4.4.2 Average percentage of classes attended across caregiver types.  Percentage is on the 
Y-axis, and caregiver groups are on the X-axis. 
 
Staff of the Department of Children and Families had the highest attendance (M=81%), and staff 
of residential treatment centers had the lowest attendance (M=48%).  Of those caregivers who 
were not staff, but rather adoptive, relative, foster, or biological caregivers, adoptive parents had 
the highest attendance (M=70%), and biological parents had the lowest attendance (M=56%). 
Percentage attrition per caregiver type is depicted in Figure 4.4.3 below.   
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Figure 4.4.3 Average percentage attrition across caregiver types.  Percentage is on the Y-axis, 
and caregiver groups are on the X-axis. 
 
Staff of the Department of Children and Families had the lowest attrition (M=7%), and staff of 
residential treatment centers had the highest attrition (M=67%).    Of those caregivers who were 
not staff, adoptive parents had the lowest attrition (M=26%),  and biological parents had the 
highest attrition (M=47%). 
The distribution of caregivers who were enrolled in parenting course, according to the 
type of incentive or requirement they received, is depicted as the percentage of the caregiver 
belonging to each group in Figure 4.4.4 below.  
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Figure 4.4.4.  The percentage of caregivers within each incentive/requirement group, from the 
total sample of caregivers.  Percentage is on the Y-axis, and incentive/requirement groups are on 
the X-axis. 
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The majority of caregivers (57%) did not receive any incentives to attend the course, nor were 
they required to take the course.  Sixteen percent of the caregivers received reimbursement for 
babysitting services used while the caregivers attended class.  Twelve percent of the parents and 
8% of the staff members (of residential treatment centers) were told by the Department that they 
were required to complete the course.  Five percent of the caregivers received $45 for each 3-
hour class completed.  Finally, 2% of caregivers received both reimbursement of babysitting 
expenses and $45 per class completed, and 1% of the caregivers both received reimbursement of 
babysitting expenses and they were required to complete the course. 
 Next, levels of attendance and attrition between groups of caregivers, according to the 
type of incentive or requirement they received, were compared.  In Figure 4.4.5, the percentage 
attendance, across classes, for groups receiving reimbursement for babysitting expenses (either 
alone or in combination with other incentives or requirements) was contrasted against levels of 
attendance and attrition for the group of individuals who did not receive any incentives or 
requirements of any kinds.   
 
Figure 4.4.5. Percentage attendance (y-axis) across consecutive classes (x-axis), averaged across 
class participants according to incentive and/or requirement group.   The group who did not 
receive any incentives or requirements (closed squares) is compared to the group who received 
babysitting reimbursement (open diamonds)  in the left panel, compared to the group receiving 
$45 per class in addition to money for babysitting (open squares) in the middle panel, and 
compared to the group required to attend class in addition to receiving money for babysitting 
(open triangle) in the right panel.   
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Overall, babysitting reimbursement was associated with somewhat higher levels of attendance 
over attendance for caregivers who received no incentives or requirements.  Attendance for 
parents who received babysitting reimbursement only (left panel) was slightly higher compared 
to attendance for the no incentive, no reimbursement group.  Attendance for the group who 
received $45 in addition to babysitting reimbursement (middle panel) was somewhat higher, 
though more variable.  Finally, the additional requirement that the caregivers attend the class (in 
combination with babysitting reimbursement) was associated with the highest levels of 
attendance throughout the course, with the exception of the last class. 
In Figure 4.4.6, the cumulative percentage attrition, across classes, for groups receiving 
reimbursement for babysitting expenses and other incentives or requirements was contrasted 
against the cumulative percentage attrition for the group who did not receive any incentives or 
requirements.   
 
Figure 4.4.6. Cumulative percentage attrition (y-axis) across consecutive classes (x-axis), 
averaged across class participants according to incentive and/or requirement group.   The group 
who did not receive any incentives or requirements (closed squares) is compared to the group 
that received babysitting reimbursement only (open diamond) in the left panel, compared to the 
group receiving $45 per class in addition to money for babysitting (open squares) in the middle 
panel, and compared to the group required to attend class in addition to receiving money for 
babysitting (open triangle) in the right panel.   
 
The percentage attrition for the babysitting reimbursement group (closed squares) was lower than 
that for the no incentive/no requirement group from classes 1 through 9.  A sharp increase in the 
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number of people dropping out of class just prior to the last class was observed in the babysitting 
reimbursement group.  By the last class (the point representing the total number of people who 
dropped out in that group), the babysitting reimbursement group had the highest attrition.  The 
data paths for the no incentive, no reimbursement group and the babysitting reimbursement plus 
$45 per class group (middle panel) were largely undifferentiated, and the final attrition levels 
were similar for both groups.  Attrition for the group who received babysitting reimbursement 
and also was required to take the class (right panel) was lower compared to attrition for the group 
who received only babysitting reimbursement throughout all of the classes, although a sharp 
increase in the number of people dropping out prior to the last class was observed.  Overall, 
babysitting reimbursement, either alone or in combination with other incentives or requirements 
resulted in nearly identical levels of attrition compared to the group who received no such 
incentives or requirements. 
 Next, levels of attendance and attrition for groups receiving money for attended class 
were evaluated.  In Figure 4.4.7, the percentage attendance, across classes, for groups receiving 
$45 per class attended, either with or without additional babysitting reimbursement, was 
contrasted against levels of attendance for the group that received no such incentives.  Levels of 
attendance were higher for the two groups receiving money for attending class compared to 
levels of attendance for the group not receiving any incentives or requirements.  Levels of 
attendance were somewhat more variable for the group that received babysitting reimbursement 
in addition to money for attending the classes. 
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Figure 4.4.7. Percentage attendance (y-axis) across consecutive classes (x-axis), averaged across 
class participants according to incentive and/or requirement group.   The group receiving 
$45/class (open diamonds) is compared to the group not receiving any incentives or requirements 
(closed squares) in the left panel, and the group receiving money for babysitting addition to 
receiving $45/class (open squares) is compared to the no incentive, no requirement group in the 
right panel.   
 
In Figure 4.4.8, the cumulative percentage attrition, across classes, for groups receiving 
money for attending class was contrasted against the cumulative percentage attrition for the 
group that did not receive any such incentives.   
 
 
Figure 4.4.8. Cumulative percentage attrition (y-axis) across consecutive classes (x-axis), 
averaged across class participants according to incentive and/or requirement group.   The group 
receiving $45/class (open diamonds) is compared to the group not receiving any incentives or 
requirements (closed squares) in the left panel, and the group receiving money for babysitting in 
addition to receiving money for babysitting (open squares) is compared to the no incentive, no 
requirement group in the right panel.   
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of attrition for the group receiving money for attending class and babysitting reimbursement was 
actually somewhat higher than levels of attrition for the group that received no such incentives.  
However, this may have been due to a rather sharp increase in the number of caregivers dropping 
out between classes 3 and 5, and again prior to the last class.    
Next, levels of attendance and attrition for parents who were required to attend the course 
were evaluated.  In Figure 4.4.9, the percentage attendance, across classes, for foster parents 
required to take the course was contrasted against levels of attendance for the group who 
received no requirements or incentives.   
 
 
Figure 4.4.9. Percentage attendance (y-axis) across consecutive classes (x-axis), averaged across 
class participants according to incentive and/or requirement group.   The group parents required 
to attend class (open diamonds) is compared to the group not receiving any incentives or 
requirements (closed squares) in the left panel, and the group of parents receiving money for 
babysitting addition to being required to attend class (open squares) is compared to the no 
incentive, no requirement group in the right panel.   
 
Levels of attendance were higher for both the group required to attend class (left panel) and the 
group that was both required to take the class and that received babysitting reimbursement (right 
panel) compared to levels of attention for the group not receiving any incentives or requirements.  
Levels of attendance were highest for the group who was both required to take the class and who 
also received reimbursement for babysitting expenses throughout the course, with the exception 
of the last class 
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In Figure 4.4.10, the cumulative percentage attrition, across classes, for foster parents 
who were required to attend classes was contrasted against the group who did not receive any 
such requirements.   
 
 
Figure 4.4.10. Cumulative percentage attrition (y-axis) across consecutive classes (x-axis), 
averaged across class participants according to incentive and/or requirement group.   The group 
of that did not receive any incentives or requirements (closed squares) is compared to the group 
that was required to complete the class (open diamond) in the left panel, and the group of parents 
receiving money for babysitting in addition to being required to attend (open squares) is 
compared to the no incentive, no requirement group in the right panel.   
 
Attrition was lower throughout the course for the group required to take the course compared to 
the group who was not required to take the class and who did not receive any incentives (left 
panel).  Attrition also was lower for the first 9 classes for the group who was both required to 
take the class and who also received reimbursement for babysitting expenses (right panel) 
compared to attrition for the group received no such incentives or requirements.  However, a 
sharp increase in the number of parents in the required plus babysitting reimbursement group 
who dropped out prior to the last class resulted in the final attrition for this combined 
requirement plus incentive group to be slightly higher compared to the no incentive, no 
requirement group. 
Finally, levels of attendance and attrition for staff required to attend the course were 
evaluated.  In Figure 4.4.11, percentage attendance (left panel) and cumulative percentage of 
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attrition (right panel), across classes, for staff required to take the course (closed squares) was 
contrasted against percentage attendance and cumulative percentage of attrition for the group of 
caregivers who did not receive any incentives to attend the class and who were not required to 
take the course (open diamonds).  During the majority of the classes, from class 2 to class 9, 
attendance was higher, and attrition was lower, for staff required to take the course.  Sharp 
decreases in attendance and increases in attrition were observed for this group at the end of the 
course.    
 
 
Figure 4.4.11. Percentage attendance (left panel) and cumulative percentage attrition (right panel; 
y-axes) across consecutive classes (x-axis), averaged across class participants according to 
incentive and/or requirement group.   The group of staff required to attend class (closed squares) 
is compared to the group not receiving any incentives or requirements (open diamond). 
 
Overall mean percentage of attendance, across the different groups of caregivers 
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Figure 4.4.12. Mean percentage attendance according to incentive and/or requirement group. 
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Attendance was highest for the group who was required to take the course and who received 
reimbursement of babysitting expenses.  Next highest were the two groups who received $45 per 
class attended.  The lowest overall attendance was for the group who received no incentives nor 
were required to take the course. 
Overall mean percentage of attrition (by the last day of the course), across the different 
groups of caregivers according to the incentive/requirement group are depicted in Figure 4.4.13 
below.  Final attrition was the lowest for the group of parents who were required to take the 
course.  Next lowest was the group who received $45/class per class.  The highest attrition 
wasexperienced by the group who received both money for class and for babysitting 
reimbursement.   
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Figure 4.4.13. Mean percentage attrition according to incentive and/or requirement group. 
 
4.4.3. Summary 
 Levels of attendance and attrition for groups of participants according to caregiver type 
or type of incentive or requirement received were evaluated.  Of those participants who did not 
receive any incentives or requirements to take the course, staff of the Department of Children 
and Families had the highest attendance and lowest attrition, and staff of residential treatment 
facilities had the lowest attendance and highest attrition.  Groups who received reimbursement of 
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group who did not receive any incentives or requirements.  Groups who were required to take the 
class, in addition to receiving babysitting reimbursement, had even higher levels of attendance 
and lower levels of attrition.  Groups who received $45 per class were associated with higher 
levels of attendance and lower levels of attrition compared to the group did not receive any 
incentives or requirements.  Finally, both parents and staff who were required to take the course 
were associated with higher levels of attendance and lower levels of attrition throughout the 
majority of the classes, although for both groups sharp decreases in attendance was observed 
during the last class, and the number of individuals dropping out just prior to the last class 
increased for both groups. 
 Generally there seemed to be some increases in attendance levels and some decreases in 
attrition levels for some groups who received incentives to attend class and for the groups who 
were required to take the course.  However, these associations are purely correlational, as the 
incentives and requirements were not provided according to a pre-determined experimental 
research plan.  Rather, the incentives and requirements provided were out of the control of the 
staff of the Behavior Analysis Services Program.  This evaluation merely compared the levels of 
attrition and attendance across these groups.  In addition, the majority of the caregivers in this 
analysis did not receive any incentives or requirements, and overall the numbers of caregivers in 
each group varied.  This also limits any conclusions that could be drawn from this analysis.  
4.5 Placement Disruptions 
 The skills assessments described above are a direct measure of the training curriculum, in 
that the assessment focused on the exact skills learned in class.  We also evaluated the effects of 
the training curriculum on placement disruptions, a much more indirect measure.  Although the 
goal of the training curriculum was to reduce placement disruptions due to the misbehavior of a 
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child and/or the foster parent’s inability or lack of motivation to deal with the misbehavior, data 
on such behaviorally based placement disruptions were not available.  When a child was 
removed from the foster parent’s home, information regarding the exact reasons for the removal 
were not gathered or organized in any uniform fashion by the Florida Department of Children 
and Families.  Indeed, this information rarely was found in the child’s individual case record, 
which included the caseworker’s case notes.  One potential source of information was the foster 
parents themselves.  Some foster parents were called and asked about each child that had been 
placed (and removed) from their home.  Parents were asked to identify whether the disruptions 
was behaviorally based.  In speaking with the parents, the Behavior Analysts noted that often 
parents reported not even having remembered some of the children that had been in their home, 
and their assessments of whether each child was removed due to their behavior problems often 
was uncertain.  The accuracy of the parent reports could not be assessed, as there were no other 
sources of data to which their reports could be compared.  Thus, data on behaviorally based 
placement disruptions, as per caregiver report, were deemed inappropriate for this experimental 
analysis of training effects.  As an alternative, data were gathered for all placement disruptions.  
Even though the training would not be expected to have an effect on all types of placement 
disruptions (e.g., when a child is removed to be reunified with their parents, or to be adopted by 
another parent), the analysis was conducted to conducted to determine if the training would have 
an effect on the level of placement disruptions in general. 
 Placement data were evaluated for 50 foster parents who completed the course.  Overall, 
there were no consistent or sustained decreases in placement disruptions following training for 
any of the foster parents.  There was some indication that for a sub-set of the foster parents, 
monthly placement disruption data following training appeared to be lower first several months 
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following training, however this effect was not sustained.  Due to the lack of sustained effects of 
the training curriculum on placement disruptions, the data from this analysis will not be 
presented here. 
Although the training was effective in increasing specific parenting skills (as described 
above in section 4.2), training was not effective in producing sustained decreases in placement 
disruptions.  This result was not wholly unexpected, as the measure of overall placement 
disruptions for foster parents was a very indirect measure of training effectiveness.  Although an 
overriding goal of Behavior Analysis Services Program is to decrease placement disruptions, not 
all placement disruptions could be prevented by educating foster parents on behavior 
management techniques.  That is, other variables, such as lack of funding and lack of support 
from caseworkers also have been shown to influence foster parents’ decisions to have children 
removed from their homes.  In addition, foster children may be removed from a foster home for 
reasons other than the foster parent wanting them to be removed (for example children may be 
moved from a foster home to be reunified with their parents, to be placed with adoptive parents, 
etc).  Training in behavior management techniques might address the need foster parents have to 
learn to handle child problem behavior, and thus training effectiveness may best be evaluated 
through an assessment of behaviorally based placement disruptions only.  However, as stated 
above, data regarding behaviorally based placement disruptions were not available.  One 
alternative, an evaluation of all placements, was conducted.  However, the measure of all 
placements may not be sensitive to potential changes in behaviorally based placement 
disruptions.  Thus, whether behaviorally based placement disruptions decreased following 
training remains an empirical question.  
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Chapter 5: Discussion 
 The Behavior Analysis Services Program provides behavioral services, in the form of 
parenting classes and individualized assessments and treatments, to children and caregivers 
receiving child welfare services throughout the state of Florida.  This is the largest program of its 
type to provide such services in the realm of child welfare.  The program has many goals, 
including decreasing placement disruptions and increasing parenting skills.  Now in its fourth 
year, the program is still relatively new and continues to evolve.  This study was a preliminary 
evaluation of the program, and the purpose was twofold.  The first objective was to identify 
characteristics of both foster children and foster parents that were associated with differential 
levels of placement disruptions.  The second objective was to evaluate different aspects of the 
parent training curriculum, including acquisition of parenting skills following training, levels of 
placement disruptions following training, attendance and attrition, and client satisfaction. 
5.1 Risk Assessments 
 Risk assessments were conducted to identify those child and caregiver characteristics that 
may be considered risk factors or protective factors with regard to experiencing high levels of 
placement disruptions.  Previous research on placement disruptions experienced by foster 
children has often defined placement instability as a child having experienced 3 or more 
placements during the entire time they were in care.  The federal government likewise defines 
placement instability.  Thus, in the evaluation of factors associated with placement disruptions 
for foster children in this study, one measure evaluated was placement instability.   However, the 
measure of instability only identifies whether a child has experienced 3 or more placements, but 
this measure does not capture how many disruptions, over 3, a child may experience. Thus, the 
overall rate of placement disruption also was evaluated.  Since there were no set criteria to 
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delineate placement instability with respect of foster parent’s placement histories, only a rate 
measure was evaluated in the risk assessment for foster parent characteristics.  As different foster 
parents have different numbers of children in their homes at any given time, the rate of 
placement disruptions was divided by the caregiver’s capacity (i.e., the average number of 
children they had in the home on any given day). 
 The risk assessments were conducted by calculating the risk ratio for each dimension of 
the particular child or caregiver factor under study.  These risk ratios were based on the 
proportion of the conditional probability of placement disruption given a certain dimension to the 
unconditional probability of disruption.  Risk ratios for each factor were graphed for each 
dimension of that factor and compared to the hypothetical risk ratio of 1.0, which delineates the 
point at which the conditional and unconditional probabilities are equal.  Risk ratios above 1.0 
indicated that that dimension may have been a risk factor, and risk ratios under 1.0 indicated that 
that dimension may have been a protective factor.  To aid in determining whether risk ratios 
were significantly different that 1.0, the relationships between each dimension of the factor under 
investigation, and levels of placement disruptions, were calculated and tested for statistical 
significance.  Those dimensions associated with statistically significant relationships and risk 
ratios under 1.0 were considered protective factors, and those dimensions associated with 
statistically significant relationships and risk ratios over 1.0 were considered risk factors. 
 The child risk assessments were conducted across three groups of children: a) all of the 
children in the sample, b) children from the sample who were in their first year of care, and c) 
children from the sample who had been in care of over one year.  The results indicated that there 
were some differences between those children in their first year of care versus those who had 
been in care for over one year, which may have clouded the results of the risk assessment 
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conducted for the smaller group of children.  As a function of the relatively short amount of time 
in care, children in their first year tended to experience less instability and higher rates of 
placement disruptions.  These children also represented half of the total sample. 
 Previous research has found that length of time in care has been a significant factor 
associated with placement instability (Pardeck, 1984; Webster et al., 2000).  Likewise, the results 
of this study showed that children in their first year of care experienced significantly less risk of 
placement instability, and that the risk of instability increased the longer children remained in 
care.  Previous research studies also have reported that generally increased age was associated 
with increased risks of placement disruption (Berridge & Cleaver, 1987; Fratter, et al, 1991; 
Rowe et al., 1989).  Similarly, the risk analysis in this study found that both current age, and age 
at entry into care, were associated with differentially high risk with regard to both instability and 
high rates of placement disruptions.  Overall, as age increased, the risks for placement 
disruptions increased.  The results of this study indicated which age groups specifically were 
considered risk or protective factors.  In addition, the result of this study identified differences 
between children who were in their first year of care versus children who had been in care for 
over one year.  Specifically, the finding that older children experienced both greater instability 
and higher rates of placement disruptions was more robust for children who had been in care for 
over one year.  Likewise, the finding that younger children experienced both lower instability 
and lower rates of placement disruptions was more robust for children who had been in care for 
over one year.  This finding was similar to the finding reported by Webster et al. (2000), who 
found that the risk of placement instability increased once a child had been in care for over 3 
years; past the 3 year mark, age became a contributing factor as well.   
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 Previous research has found that white children (as opposed to black children), and male 
children, were more likely to experience instability.  The results of this study were that neither 
race nor gender was associated with differential levels of risk across either measure of placement 
stability, and across all three groups of children.  Also, previous research has indicated that 
placement instability was associated with case worker turnover (Pardeck, 1984; Pardeck et al., 
1985), yet results of the risk analysis for number of case workers per year conducted in this study 
indicated that rate of caseworkers was not associated with differential risk for placement 
disruptions.  However, research on gender, race, and caseworker turnover has not been as 
prevalent (in comparison to previous research on age and length of time in care), and future 
research is needed before a general consensus emerges. 
 Several other, less frequently studied, factors were evaluated in this study.  The analysis 
of current placement conducted in this study identified those placements associated with 
differentially high levels of risk for placement disruptions.  For children in their first year of care, 
residing with approved relatives was shown to be a protective factor against both instability and 
high rates of placement disruptions, whereas residing in foster homes was shown to be a risk 
factor for both instability and high rates of placement disruptions.  On the other hand, residing in 
foster homes was not a risk factor for either measure for children who had been in care for over 
one year, whereas residing in more restrictive placements such as therapeutic foster homes and 
residential treatment centers was identified as risk factors across both measures of placement 
disruptions.   
 The primary removal reasons (i.e., why the child was taken from their biological parents) 
also were evaluated in this study for children who had been in care for over one year.  The results 
of this preliminary analysis indicated that children who had been removed due to parental 
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incarceration or parental drug abuse experienced significantly less instability compared to 
children who had been removed due to various neglect and abuses.  Also, children who had been 
removed due to parental incarceration and caregiver illness experienced significantly lower rates 
of placement disruptions.  However, this analysis was conducted on a relatively small sample of 
children, and without replication or reference to previous research, these findings should be 
regarded with caution. 
 Next, child disability was evaluated in a preliminary risk assessment.  The results 
suggested that children with physical disabilities were less likely to experience instability, 
whereas children diagnosed with emotional disabilities were more likely to experience 
instability.  To the extent that emotional disabilities manifest themselves as behavior problems, 
this finding is in line with the numerous studies that have identified child behavior problems with 
increased instability (see Leathers, 2002; Redding et al., 2000 for reviews).  Generally, future 
research on the association between disability type and placement disruptions is needed. 
 Finally, this study evaluated the level of placement disruptions over time for a group of 
200 children.  The results suggested that generally the risk of placement disruptions did not 
decrease over time as children remained in care for over 3 years, but rather that children who 
were in care for less than 3 years experienced relatively lower rates of placement disruptions 
during those 3 years.  These results suggest that findings based on comparisons of groups of 
children who had been in care for different lengths of time may not reflect the pattern of 
disruptions experienced by individual children.  That is, the result of the risk assessments 
suggested that the rate of placement disruptions were lower for children who had been in care for 
longer and longer periods of time; however, it may be that children who remain in care for longer 
periods of time experience lower rates of placement disruptions throughout their years in care 
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(including the first couple of years, which were associated with high rates of placement 
disruptions in the risk assessment).   
 Relatively fewer studies have been conducted on the characteristics of foster parents that 
may be associated with high risks of placement disruptions.  Previous research has suggested that 
as foster parents become more experienced, placement disruptions decreased (Berridge & 
Cleaver, 1987; Boyd & Remy, 1974).  Those findings were replicated in this study, as foster 
parents who had fostered for less than two years were at higher risks for experiencing high rates 
of placement disruptions.  However, the results of the trend analysis suggested that foster parents 
who only provided care for a couple of years experienced high rates of disruptions, whereas 
foster parents who continued to provide care for 3 or more years experienced lower rates of 
disruptions during those first two years.  Thus, it may be that foster parents who initially 
experienced high levels of disruptions cease to provide foster care, whereas foster parents who 
initially experience lower levels of disruptions continue to provide foster care.  Again, caution 
should be taken when interpreting the results of studies that compare groups of foster parents 
with different levels of experience (as opposed to studies that follow a set of parents across time 
as they become more experienced).    
 One study found that single parents were more successful at maintaining placement than 
couples, and that older couples were more successful than younger couples (Reeding et al., 
2000).  However, differential levels of risk for placement disruptions were not found in the risk 
analysis conducted in this study for the factors of marital status or age.  Likewise, race was not 
identified as a contributing factor.  On the other hand, this study did find that risk of placement 
disruptions increased as placement capacity increased.  This finding was similar to results 
reported by Berridge and Cleaver (1987) and Parker (1966).  Nevertheless, the risk analyses and 
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trend analysis conducted in this study involved a relatively small group of foster parents, and 
thus should be considered a preliminary analysis.   
In addition, it should be noted that the vast majority of the foster parents included in this 
analysis had already ceased providing foster care.  Thus, the degree to which this group of 
parents are representative of foster parents who are currently providing care is unknown.  
Finally, for both the foster child and foster parent risk analysis, data were gathered from 1 to 3 
Northern Districts in Florida.  These districts are largely rural areas, which may be like other 
southern, rural areas across the country.  On the other hand, these areas may not be 
representative of larger, more urban sections of Florida (such as the Miami area, for example).  
The degree to which these results may generalize to other areas of the state of Florida or other 
areas of the United States remains unknown. 
 The procedures used in this study to evaluate factors associated with placement 
disruptions were unique in several ways.  First, two measures of placement disruptions 
experienced by foster children were evaluated: rate of placement disruptions (i.e. number of 
disruptions per day), and placement instability (≥ 3 disruptions).  Second, groups of children 
were formed based on the length of time they had been in care (less than one year, or one year or 
more).  Results suggested that these two groups of children were different enough to warrant 
separate analyses.  Third, risk ratios were calculated for numerous dimensions of age and length 
of time in care (or length of time providing care, in the case of foster parents).  Rather than 
determining if risks of placement disruptions generally increased as age or length of time in care 
or length of time providing care increased, this study identified whether each year group or age 
group (in one year intervals) were risk or protective factors with regard to placement disruptions.  
Future evaluations of these data will include multiple regression and logistic regression 
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methodologies so that the degree to which each factor (e.g., age in general) contributes to 
placement disruptions may be determined.  Results of such analysis, in combination with the risk 
ratios evaluated here, could be used to construct risk assessment instruments used to calculate 
individual children’s (and foster parents’) risk for experiencing higher than average levels of 
placement disruptions.  These risk instruments may help guide referral procedures to programs 
such as the Behavior Analysis Services Program, such that foster parents or foster children who 
are at higher risks could be prioritized for services.  Such risk instruments already have been 
developed to guide decision making with regard to a child’s risks of being maltreated (see Cash, 
2001, for examples).  However, great care should be taken to validate such risk instruments 
(Leschied, et al., 2003) and the results generated by such risk instruments always should be 
combined with the more important experience and judgment of trained professionals when 
making decisions regarding the needs and safety of parents and children. 
 Procedures used here to calculate risk with regard to placement disruptions may be used 
to evaluate child, parent, and agency characteristics that may be associated with several other 
variables central in child welfare.  Foster parent and agency characteristics associated with foster 
parent retention may be evaluated. Child characteristics associated with the likelihood of a child 
achieving permanency within a certain length of time, or if at all, may be evaluated, as 
permanency continues to be emphasized as the child welfare system’s top priority.  Child and 
family characteristics associated with the likelihood of achieving reunification or adoption may 
be evaluated.  Evaluations may be conducted to identify child characteristics associated with a 
child’s risk for remaining in long-term foster care.  Risk assessment might also be conducted to 
evaluate a foster child’s risk of experiencing a host of problems while in care, such as academic 
difficulties, involvement with juvenile justice, and runaway behavior.  Currently, the procedures 
 148 
described here are being used to identify risk factors associated with running away in foster 
children living in Florida.   
 There are several limitations of the preliminary risk assessments described here.  First, 
unlike other such evaluations, this evaluation used visual inspection, coupled with basic 
correlation analyses, to interpret the results.  Visual inspection of graphed data typically is the 
preferred method of analysis used by Behavior Analysts; however, this study had delved into an 
area previously not researched by Behavior Analysts.  Thus, there are no precedents for how 
such research should be evaluated within a more behavioral, single-subject, type methodology.  
Indeed, this area of research typically is evaluated via more sophisticated statistics, and rarely, if 
ever, is visual inspection used to evaluate the results.  In addition, the risk assessments conducted 
for the second set of child factors (i.e., number of caseworkers, primary removal reason, and 
disability), as well as for all foster parent factors, were conducted with a relatively small sample 
size (200, compared to the 4,233 children included in the first set of risk assessments).  
Nevertheless, the procedures described here, especially the trend analyses, may provide 
additional insight into what may or may not influence placement disruptions.  The methods 
described here will continue to be evaluated and likely will evolve as additional research is 
conducted.   
Second, the risk analyses described here are among the first conducted by the Behavior 
Analysis Services Project, and thus should be considered preliminary investigations.  Finally, all 
of these analyses were conducted utilizing data from two state run databases.  The degree of 
accuracy of these data is unknown.  A cursory appraisal of the data, specifically aimed at 
identifying obviously erroneous data, did not identify any obvious errors.  For example, there 
were no children for whom the length of time in care exceeded their current age.  Reports 
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generated from HSn do include a marker labeled “count” and “no count”, which indicates 
whether data for each child is factored into any summary reports provided to the Federal 
Government.  Examples of data sets labeled “no count” include duplicate entries or entries that 
have already been identified as containing erroneous information.  Thus, it may be that the data 
sets used in this study already were screened for some inaccuracies.  However, even though these 
data are used to report important state-wide data to the federal government, the accuracy of the 
data cannot be assumed.  Future analyses might include a reliability comparison of data reported 
on multiple database (such as date of birth, which may be found on both HSn and ICWSIS) or 
data reported on HSn and ICWSIS could be compared to permanent records, such as birth 
certificates, marriage licenses, etc. 
5.2 Evaluation of a Training Curriculum 
 Numerous research studies have touted the need for foster parents to receive training on 
how to handle child behavior problems (e.g., Baker, 1989; Kriener & Kazmerzak, 1994; Rodwell 
& Biggerstaff, 1993).  Nevertheless, relatively few research studies were found that focused on 
behavior management training provided to foster parents.  Of those studies that were found, the 
training seemed to be effective in improving measures of parenting skills; however, these studies 
were conducted with small groups of foster parents, who often were therapeutic foster parents 
(Meadowcroft, 1989).  Large scale behavioral parent training programs have not been made 
available to regular foster parents.  The one parenting course offered to all new foster parents in 
the state of Florida, MAPP training, has been show to be ineffective in teaching parenting skills 
(Lee & Holland, 1991; Puddy & Jackson, 2003).   Thus, the need for behavioral parent training 
seemed evident. 
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Staff members of the Behavior Analysis Services Project have, for the last 3 years, been 
teaching a 30-hour behavioral parenting course entitled “Parenting Tools for Positive Parenting”.  
This training has been offered primarily to foster parents, as well as adoptive parents, biological 
parents, and relatives, and staff, throughout the state of Florida.  The training program includes 
aspects of both parent-focused and child-focused training, as described in Chapter 1.  That is, 
caregivers receive standardized training during class.  During in-home visits, parents receive 
individualized training aimed at improving specific child behavior.  The in-class training is fairly 
standardized across the entire state, whereas the in-home services vary greatly.  Thus, for this 
preliminary evaluation, the effects of the standardized training aspect of the course were 
emphasized.  The training curriculum also incorporates modes of training that have been shown 
to be effectives in changing parenting behavior; these include modeling, role-playing, and 
feedback.  Finally, one assessment tool used to measure changes in parenting behavior in the 
current evaluation, specifically parental demonstration of the skills learned in role-play 
situations, has been found to a more accurate measures of skill acquisition (compared to written 
tests, for example; Flanagan et al., 1979).   
In the current evaluation, pre-class and post-class measures of parenting skills directly 
taught during the course, were compared.  Data from 3 of the 15 Florida districts were included 
in the analysis.  All participants who completed the training showed overall improvements across 
the 9 skills taught in class.  Essentially this finding indicated that the training was effective in 
changing parent behavior.  However, the extent to which these changes in parent behavior 
generalized to the home was not determined.  In addition, whether improved parenting behavior, 
with regard to these specific skills, improved child behavior is unknown.  Currently we are 
developing tests for generalization, including evaluations of the degree to which the parenting 
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skills learned in class generalize to parent-child interactions in the home.  In addition, more 
general data regarding parent-child interactions will be collected, including the degree to which 
child behavior is followed by potentially reinforcing consequences.   
The results of the evaluation of pre-training and post-training levels of placement 
disruptions indicated that by and large, the training was ineffective in reducing placement 
disruptions.  There are several possible explanations for this finding, including that the measure 
of overall placement disruptions is not a fair measure given the goals of the training program.  
The training program focuses on teaching parents how to increase appropriate child behavior and 
decrease inappropriate child behavior.  The hope is that foster parents would be less likely to 
have children with behavior problems removed from their homes if they (the parents) were better 
able to handle such problems.  However, the measure of overall placement disruptions includes 
disruptions that would logically not be affected by improved parenting skills.  For example, 
children may be removed in order to be reunified with their parents or to be moved into a 
permanent placement.  However, data on placement disruptions caused by child behavior 
problems currently are unavailable.  One possible alternative would be for the counselors 
working with these children to keep a record of why the child was removed, with one particular 
option being that the foster parent asked that the child be removed due to behavior problems.  
Currently there is no state-wide system for collecting such data; however, provision of foster 
care services are being turned over to private agencies, each of whom are setting up new policies 
and procedures.  In at least one district thus far, Behavior Analysts have been able to work with 
the private agency to develop a way to measure and record behaviorally based placement 
disruptions.  Such efforts should provide a set of data which, in future years could be used to 
measure changes in behaviorally based placement disruptions as a function of parent training. 
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Additional evaluations and research regarding the training curriculum might focus on 
component analyses, which may identify those training methods or specific skills associated with 
more cost effective changes in parenting behavior.  The full training package involves both the 
30-hour class, as well as up to 20 in-home visits during the class and during the follow-up 
period.  Research should be conducted to determine if shorter training classes, or just 
individualized training sessions, may result in equal or better improvements in parent behavior.  
A new 15-hour course, based on the original 30-hour course, has recently been constructed and is 
currently being taught across the state.  Future evaluations might involve a comparison of skill 
acquisition and maintenance measures for groups of parents who receive the 15-hour course 
versus the 30-hour course.  Likewise, some parents have been receiving only individualized 
services; thus, the relationship between the skills taught at home and changes in parent behavior, 
as well as changes in child behavior, could be evaluated. 
One challenging aspect of providing this training has been the low attendance and high 
attrition rates displayed by the caregivers.  For each missed class or caregiver drop-out, 
additional time and resources have to be allocated to providing the training through other, less 
efficient means.  Unfortunately, funds were not available to the staff of the Behavior Analysis 
Services Project for them to provide incentives for the caregivers to attend class.  Likewise, staff 
of the BASP did not have the authority to require any caregiver to attend the class.  If such funds 
or authority were available, the effects of providing these incentives or requirements on 
attendance and attrition levels could be formally investigated.  However, these incentives and 
requirements were provided by the Department of Children and Families, thus allowing for an 
informal comparison of attendance and attrition levels associated with each incentive and 
requirement.  The results of this analysis suggested that babysitting reimbursement, money for 
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attending class, and requirements that staff and parents attend the class, were associated with 
somewhat higher attendance and somewhat lower attrition.  These preliminary results may form 
the basis for future evaluations of such incentives and requirements, should the opportunity to 
manipulate these directly present itself.     
Finally, client satisfaction was assessed for a very small sample of caregivers who 
completed the course.  On average, caregivers were satisfied with all aspects of the course, 
including the content of the course, the types of activities involved in the course, and aspects of 
the trainer.  These results suggested that parents who complete the class may be satisfied with 
their training experience.  However, the degree to which caregivers who dropped out of the class 
were satisfied with their training experience remains unknown.  Recently a series of similar 
evaluations were constructed and will be provided at the end of each class; therefore, measures 
of satisfaction will be collected throughout the course.  Future studies may evaluate the degree to 
which satisfaction predicts completion of the course and improvements in parenting skills.  In 
addition, client satisfaction surveys may be developed to assess the degree to which the new 
private agencies that are now running foster care are satisfied with the services provided by the 
Behavior Analysis Services Project.  In addition, prior to the wide-spread dissemination of the 
satisfaction surveys, the surveys will undergo tests of reliability and validity. 
The state-wide Behavior Analysis Services Project, though it has its roots in applied 
behavior analysis research, is largely a service-based program.  Thus, contingencies of service 
delivery frequently pre-empt the possibility of conducting behavioral measurement, experimental 
designs, etc.  Certainly, even the service-delivery aspects of the program are more data-driven 
than most, if not all, other programs which provide services to children and families in child 
welfare in the state of Florida.  However, the service-delivery requirements themselves are 
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extremely time consuming, and often the Behavior Analysts’ behavior is shaped to meet only 
these requirements.  As a result, conducting research in this area has been a challenge.  For 
example, not all Behavior Analysts have been collecting data on interobserver reliability with 
regard to the parent skills assessments, which are among the data reported as a measure of the 
program’s success.  This may be due to several reasons, including some skills deficits on the part 
of the Behavior Analysts (i.e., some may not have been trained as researchers, and thus may not 
know how to collect and analyze such data), some resource deficits (i.e., behavior analysts may 
not have the time or personnel to have more than one observer at a time), or some motivational 
deficits on the part of the Behavior Analysis (i.e., some may not be aware of the importance of 
reliability measures).  Nevertheless, it is extremely important that evaluations of the state-wide 
program be pursued with scientific rigor as much as possible.  Alternatives to common 
behavioral methodologies should be considered and evaluated.  Training of the Behavior 
Analysts employed by the program should be ongoing, and should focus on improving both the 
skills and motivation to encourage wide-spread application of more empirical methodologies, 
such as replication, measures of reliability, etc.  Finally, additional outside funding sources 
should be pursued such that the research component of the state-wide program can be developed 
without undue strain of the limited resources otherwise available.  
This study has been a preliminary evaluation of various services behavior analysts have 
been providing to children and caregivers involved in child welfare throughout the state of 
Florida during the first three years of the program.  Revisions of the training curriculum 
described here are ongoing, and alternative curriculums are being developed, and some have 
already been taught across the state.  Analyses of the effects of these training programs will 
continue and will include additional measures of caregiver and child behavior.  Evaluations of 
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the risk factors associated with placement disruptions, as well as behavior, will continue, with 
one goal being the development of risk assessment instruments that may be used by service 
providers involved in providing child welfare services.  The field of Applied Behavior Analysis 
has much to offer in the area of child welfare.  The aspiration of the Behavior Analysis Service 
Program is to continually evaluate and refine both service-based and research procedures to best 
serve this population and to contribute to the advancement of the field of Applied Behavior 
Analysis. 
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Appendix A: Tables of Risk Ratios and Correlations for Child Risk Assessments 
 
Table A.1 Child Risk Assessment: Time in Care - Instability – All Children. 
 
Time in Care (Years) Risk Ratio Odds Ratio 
   
0 0.5408 0.206* 
1 1.0203 1.042 
2 1.5545 2.629* 
3 1.5498 2.503* 
4 2.0409 6.202* 
5 2.1639 7.958* 
6 2.0528 5.967* 
* X2 significant at α = .01 (one-tailed) 
Table A.2 Child Risk Assessment: Time in Care – Daily Risk – All Children. 
 
 
Time in Care (Years) Risk Ratio Correlation 
   
0 1.6080 0.343* 
1 0.4595 -0.153* 
2 0.4104 -0.115* 
3 0.2970 -0.108* 
4 0.3112 -0.089* 
5 0.3255 -0.059* 
6 0.2782 -0.050* 
* t significant at α = .05 (two-tailed) 
 
Table A.3 Child Risk Assessment: Time in Care – Instability – Over 1 Year in Care. 
 
Time in Care (Years) Risk Ratio Odds Ratio 
   
1 0.6987 0.311* 
2 1.0590 1.187 
3 1.0559 1.160 
4 1.3905 3.040* 
5 1.4742 3.895* 
6 1.3985 2.903* 
* X2 significant at α = .01 (one-tailed) 
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Table A.4 Child Risk Assessment: Time in Care – Daily Risk – Over 1 Year in Care. 
 
Time in Care (Years) Risk Ratio Correlation 
   
1 1.1944 0.142* 
2 1.0644 0.030 
3 0.7702 -0.083* 
4 0.8072 -0.058* 
5 0.8442 -0.031 
6 0.7215 -0.044* 
* t significant at α = .05 (two-tailed) 
 
Table A.5 Child Risk Assessment: Current Age – Instability – All Kids. 
 
Current Age (Years) Risk Ratio Odds Ratio 
   
0 0.1632 0.102* 
1 0.4277 0.298* 
2 0.5796 0.440* 
3 0.7118 0.584* 
4 0.8726 0.798 
5 0.8562 0.774 
6 0.7682 0.658* 
7 0.7564 0.658* 
8 0.9481 0.915 
9 0.8955 0.834 
10 0.9953 0.992 
11 1.0466 1.082 
12 1.2043 1.402* 
13 1.3555 1.799* 
14 1.4191 1.990* 
15 1.4886 2.228* 
* X2 significant at α = .01 (one-tailed) 
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Table A.6 Child Risk Assessment: Current Age – Daily Risk –All Kids. 
 
Current Age (Years) Risk Ratio Correlation 
   
0 1.4924 0.055* 
1 0.7716 -0.033* 
2 0.7172 -0.042* 
3 0.8775 -0.019 
4 0.9716 -0.004 
5 0.8423 -0.023 
6 1.1217 0.016 
7 1.1626 0.020 
8 1.0343 0.004 
9 1.0872 0.011 
10 0.8998 -0.013 
11 1.1334 0.018 
12 0.9686 -0.004 
13 1.0323 0.004 
14 1.1165 0.016 
15 1.1126 0.015 
* t significant at α = .05 (two-tailed) 
 
Table A.7 Child Risk Assessment: Current Age – Instability  
 
 First Year in Care  Over One Year in Care 
Current Age (Years) Risk Ratio Odds Ratio Risk Ratio Odds Ratio 
     
0 0.3021 0.239* N/A N/A 
1 0.5624 0.485* 0.4032 0.213* 
2 0.8165 0.767 0.4906 0.275* 
3 0.8639 0.824 0.6576 0.433* 
4 0.9119 0.885 0.8262 0.658* 
5 1.1382 1.195 0.7672 0.573* 
6 1.0162 1.022 0.7196 0.514* 
7 0.7223 0.662 0.7751 0.589* 
8 0.9090 0.883 1.0288 1.071 
9 0.8804 0.847 0.9201 0.828 
10 0.6741 0.609 1.1257 1.357 
11 1.1071 1.148 1.0455 1.116 
12 1.0552 1.074 1.2368 1.819* 
13 1.6588 2.111* 1.2516 1.903* 
14 1.2379 1.341 1.4095 3.106* 
15 1.3310 1.484 1.3750 2.778* 
* X2 significant at α = .01 (one-tailed) 
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Table A.8 Child Risk Assessment: Current Age – Daily Risk  
 
 First Year in Care  Over One Year in Care 
Current Age (Years) Risk Ratio Correlation Risk Ratio Correlation 
     
0 0.9305 -0.014 N/A N/A 
1 0.6974 -0.056* 0.8096 -0.041 
2 0.7320 -0.048* 0.6575 -0.080* 
3 0.9297 -0.014 0.6303 -0.090* 
4 1.0775 0.013 0.7636 -0.057* 
5 0.8254 -0.033 0.7871 -0.048* 
6 1.0997 0.017 0.7215 -0.056* 
7 1.2361 0.036 0.8009 -0.039 
8 1.0022 0.000 0.8545 -0.027 
9 1.1027 0.017 0.9040 -0.020 
10 0.8841 -0.018 0.9343 -0.013 
11 1.1527 0.026 0.9200 -0.017 
12 0.9543 -0.008 1.1074 0.023 
13 1.0158 0.005 1.0540 0.010 
14 1.1686 0.028 1.1937 0.043* 
15 1.1877 0.029 1.4708 0.112* 
* t significant at α = .05 (two-tailed) 
 
Table A.9 Child Risk Assessment: Age at Entry – Instability –All Kids. 
 
Age at Entry (Years) Risk Ratio Odds Ratio 
   
0 0.6690 0.485* 
1 0.7583 0.774 
2 0.9416 0.719* 
3 1.0158 0.672* 
4 0.8845 0.993 
5 1.0529 1.029 
6 1.1161 1.131 
7 0.9602 1.269 
8 1.1007 1.182 
9 0.8895 1.059 
10 1.1918 1.412* 
11 1.0137 1.739* 
12 1.1213 1.877* 
13 1.2956 1.497* 
14 1.3963 1.421* 
15 1.4741 1.168 
* X2 significant at α = .01 (one-tailed) 
 
 174 
 
Table A.10 Child Risk Assessment: Age at Entry – Daily Risk –All Kids. 
 
Age at Entry (Years) Risk Ratio Correlation 
   
0 0.6621 -0.087* 
1 0.8552 -0.034* 
2 0.8171 -0.009 
3 0.7801 0.002 
4 0.9959 -0.016 
5 1.0168 0.008 
6 1.0732 0.015 
7 1.1424 -0.005 
8 1.0996 0.014 
9 1.0340 -0.014 
10 1.2076 0.026 
11 1.3375 0.002 
12 1.3818 0.017 
13 1.2453 0.038* 
14 1.2151 0.046* 
15 1.0948 0.046* 
* t significant at α = .05 (two-tailed) 
 
Table A.11 Child Risk Assessment: Age at Entry – Instability  
 
 First Year in Care  Over One Year in Care 
Age at Entry (Years) Risk Ratio Odds Ratio Risk Ratio Odds Ratio 
     
0 0.8192 0.330* 0.6005 0.358* 
1 0.7320 0.767 0.7146 0.807 
2 0.9297 0.824 0.7883 0.671* 
3 1.0775 0.885 0.7873 0.519* 
4 0.8254 1.195 0.7928 1.050 
5 1.0997 1.022 0.7854 1.073 
6 1.2361 0.662 0.8683 1.450 
7 1.0022 0.883 1.0302 1.504* 
8 1.1027 0.847 1.0444 1.619* 
9 0.8841 0.609 1.1034 1.293 
10 1.1527 1.148 1.2198 2.047* 
11 0.9543 1.074 1.4038 2.879* 
12 1.0158 2.111* 1.5155 2.130* 
13 1.1686 1.341 1.7259 2.025* 
14 1.1877 1.484 2.0146 1.815* 
15 1.1599 2.501* 1.7428 0.746 
* X2 significant at α = .01 (one-tailed) 
 175 
Table A.12 Child Risk Assessment: Age at Entry – Daily Risk  
 
 First Year in Care  Over One Year in Care 
Age at Entry (Years) Risk Ratio Correlation Risk Ratio Correlation 
     
0 0.4263 -0.051* 0.6506 -0.092* 
1 0.8165 -0.048* 0.9102 -0.062* 
2 0.8639 -0.014 0.8336 -0.049* 
3 0.9119 0.013 0.7272 -0.048* 
4 1.1382 -0.033 1.0205 -0.043* 
5 1.0162 0.017 1.0290 -0.049* 
6 0.7223 0.036 1.1508 -0.028 
7 0.9090 0.000 1.1643 0.007 
8 0.8804 0.017 1.1934 0.009 
9 0.6741 -0.018 1.1052 0.022 
10 1.1071 0.026 1.2786 0.047* 
11 1.0552 -0.008 1.3889 0.087* 
12 1.6588 0.005 1.2912 0.112* 
13 1.2379 0.028 1.2761 0.144* 
14 1.3310 0.029 1.2393 0.178* 
15 1.8613 0.022 0.8721 0.091* 
* t significant at α = .05 (two-tailed) 
 
 
 
Table A.13 Child Risk Assessment: Current Placement – Instability –All Kids. 
 
Current Placement Risk Ratio Odds Ratio 
   
 Adoptive Home 1.8056 3.809* 
 Approved Non-Relative 0.6982 0.561* 
 Approved Relative 0.4937 0.197* 
 Foster Home 1.3820 2.232* 
 Residential Treatment 2.1614 7.760* 
* X2 significant at α = .01 (one-tailed) 
 
Table A.14 Child Risk Assessment: Current Placement – Daily Risk –All Kids. 
 
Current Placement Risk Ratio Correlation 
   
 Adoptive Home 0.2772 -0.087* 
 Approved Non-Relative 0.9681 0.026 
 Approved Relative 0.8723 -0.062* 
 Foster Home 1.1897 0.064* 
 Residential Treatment 0.9805 0.001 
* t significant at α = .05 (two-tailed) 
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Table A.15 Child Risk Assessment: Current Placement – Instability  
 
 First Year in Care  Over One Year in Care 
Current Placement Risk Ratio Odds Ratio Risk Ratio Odds Ratio 
     
 Approved Relative 0.5578 0.269* 0.5619 0.213* 
 Approved Non-Relative 0.9137 0.807 0.6657 0.497 
 Foster Home 1.6615 2.531* 1.1779 1.796 
 Adoptive Home   1.2408 1.883* 
 Group Home   1.6212 7.866 
 Residential Treatment   1.5235 4.639* 
 Therapeutic Foster Home   1.6274 8.273* 
* X2 significant at α = .01 (one-tailed) 
 
Table A.16 Child Risk Assessment: Current Placement – Daily Risk  
 
 First Year in Care  Over One Year in Care 
Current Placement Risk Ratio Correlation Risk Ratio Correlation 
     
 Approved Relative 0.7474 -0.264* 0.8048 -0.352* 
 Approved Non-Relative 0.9131 -0.031 0.7555 -0.091* 
 Foster Home 1.4440 0.164* 0.9931 0.132  
 Adoptive Home   0.6798 0.086* 
 Group Home   1.1872 0.113* 
 Residential Treatment   1.7028 0.089* 
 Therapeutic Foster Home   1.6800 0.127* 
* t significant at α = .05 (two-tailed) 
 
Table A.17 Child Risk Assessment: Gender – Instability –All Kids. 
 
Gender Risk Ratio Odds Ratio 
   
Female 0.9833 0.948 
Male 1.0165 1.055 
 
Table A.18 Child Risk Assessment: Gender – Daily Risk –All Kids. 
 
Gender Risk Ratio Correlation 
   
Female 0.9857 -0.008 
Male 1.0142 0.008 
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Table A.19 Child Risk Assessment: Gender – Instability  
 
 First Year in Care  Over One Year in Care 
Gender Risk Ratio Odds Ratio Risk Ratio Odds Ratio 
     
Female 1.0527 1.144 1.0298 1.149 
Male 0.9459 0.874 0.9686 0.871 
 
 
Table A.20 Child Risk Assessment: Gender – Daily Risk  
 
 First Year in Care  Over One Year in Care 
Gender Risk Ratio Correlation Risk Ratio Correlation 
     
Female 1.0264 0.018 0.9741 -0.022 
Male 0.9743 -0.018 1.0246 0.022 
 
 
Table A.21 Child Risk Assessment: Race – Instability –All Kids. 
 
Race Risk Ratio Odds Ratio 
   
White 0.9758 0.892 
Black 1.0157 1.038 
 
 
Table A.22 Child Risk Assessment: Race – Daily Risk –All Kids. 
 
Race Risk Ratio Correlation 
   
White 1.0809 0.062* 
Black 0.9300 -0.066* 
* t significant at α = .05 (two-tailed) 
 
Table A.23 Child Risk Assessment: Race – Instability  
 
 First Year in Care  Over One Year in Care 
Race Risk Ratio Correlation Risk Ratio Odds Ratio 
     
White 0.9851 0.941 1.0079 1.049 
Black 1.0234 1.036 0.9778 0.926 
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Table A.24 Child Risk Assessment: Race – Daily Risk  
 
 First Year in Care  Over One Year in Care 
Race Risk Ratio Correlation Risk Ratio Correlation 
     
White 1.0503 0.052* 1.0265 0.031 
Black 0.9523 -0.063* 0.9585 -0.027 
* t significant at α = .05 (two-tailed) 
 
Table A.25 Child Risk Assessment: Caseworkers/Year – Instability. 
 
Caseworkers/Year Risk Ratio Odds Ratio 
   
1 0.5883 0.696 
2 0.9560 0.973 
3 1.1505 1.219 
4 0.9887 0.989 
5 1.2460 1.580 
6 1.3557 1.785 
 
Table A.26 Child Risk Assessment: Caseworkers/Year – Daily Risk. 
 
Caseworkers/Year Risk Ratio Correlation 
   
1 0.9477 -0.213* 
2 1.1566 -0.011 
3 0.8465 0.082 
4 1.0525 0.005 
5 1.0586 0.120 
6 0.9623 0.020 
* t significant at α = .05 (two-tailed) 
  
Table A.27 Child Risk Assessment: Removal Reason – Instability. 
 
Removal Reason Risk Ratio Odds Ratio 
   
 Caregiver Illness 0.9670 0.985 
 Drug Abuse 0.6691 0.567 * 
 Inadequate Housing 0.9388 0.923 
 Incarceration 0.4419 0.260* 
 Neglect 1.0752 1.093 
 Physical Abuse 1.1613 1.298 
 Sexual Abuse 1.3076 1.486 
* X2 significant at α = .01 (one-tailed) 
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Table A.28 Child Risk Assessment: Removal Reason – Daily Risk. 
 
Removal Reason Risk Ratio Correlation 
   
 Caregiver Illness 1.0692 -0.118* 
 Drug Abuse 0.7351 -0.005 
 Inadequate Housing 1.0311 0.022 
 Incarceration 0.3437 -0.123* 
 Neglect 1.0470 -0.034 
 Physical Abuse 1.0525 0.081 
 Sexual Abuse 1.0983 0.133 
* t significant at α = .05 (two-tailed) 
 
Table A.29 Child Risk Assessment: Disability – Instability. 
 
Disability Risk Ratio Odds Ratio 
   
 None 1.1277 0.505 
 Emotional 0.6014 7.953* 
 Mentally Retarded 1.0344 0.576 
 Physical 1.1583 0.187* 
 Special Care 0.9021 1.372 
 Visual/Hearing 0.9522 3.320 
* X2 significant at α = .01 (one-tailed) 
Table A.30 Child Risk Assessment: Disability – Daily Risk. 
 
Disability Risk Ratio Correlation 
   
 None 0.9656 -0.019 
 Emotional 1.1866 0.114 
 Mentally Retarded 1.2758 0.038 
 Physical 0.9234 -0.051 
 Special Care 1.0539 0.009 
 Visual/Hearing 1.2089 0.013 
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Appendix B: Tables of Risk Ratios and Correlations for Caregiver Risk Assessments 
Table B.1 Caregiver Risk Assessment: Years Providing Care. 
 
Years Providing Care Risk Ratio Correlation 
   
1 2.3385 0.098* 
2 1.2017 -0.138 
3 0.6996 -0.122 
4 0.6938 -0.066 
5 0.8307 0.000 
6 1.0106 -0.104 
7 0.5629 -0.097 
8 0.4281 -0.108 
9 0.4355 -0.053 
* t significant at α = .05 (two-tailed) 
 
 
Table B.2 Caregiver Risk Assessment: Capacity Risk Ratios. 
 
Capacity Risk Ratio Correlation 
   
1 0.8783 -0.135 
2 1.2485 0.017 
3 1.8795 -0.097 
4 1.2665 0.143* 
5 1.5245 0.028 
* t significant at α = .05 (two-tailed) 
 
Table B.3 Caregiver Risk Assessment: Marital Status Risk Ratios. 
 
Marital Status Risk Ratio Correlation 
   
Married Couple 0.9906 -0.006 
Single Female 0.9723 -0.025 
 
 
Table B.4 Caregiver Risk Assessment: Race Risk Ratios. 
 
Race Risk Ratio Correlation 
   
Black 0.9503 -0.038 
White 1.020 0.031 
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Table B.5 Caregiver Risk Assessment: Age Groups. 
 
Age Groups (Years) Risk Ratio Correlation 
   
20 1.0038 -0.001 
30 1.0693 0.020 
40 1.0981 0.052 
50 1.0895 0.045 
60 0.8924 -0.058 
70 0.7069 -0.072 
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Appendix C: List of Steps for Each Parenting Tool 
Tool #1 Stay Close 
 
1. Get close to the child within 15 seconds of the stay close behavior (move toward child and be 
within arms reach, etc.). 
2. Touch appropriately (pat, hug, rub, etc.). 
3. Match facial expressions.  (appropriately reflect the emotion of the situation.)  
4. Use appropriate tone of voice (voice matches situation, a neutral monotone is not good 
enough).  
5. Relax your body language within 15 seconds of the stay close behavior (relaxed, arms open, 
attentive, looking at child, etc.).  
6. Ask open-ended positive questions (what? how? could you?).  
7. Listen while the child is speaking. Talk less than the child (do not problem-solve unless the 
child asks for help. Do not interrupt or abruptly change the topic.)  
8. Use empathy statements (act like a mirror and reflect the child’s feelings, express 
understanding, caring, etc.). 
9. Ignore junk behavior.  
10. Stay cool throughout the process (no coercives). 
 
 
Tool #2: Give Positive Consequences 
 
1. Tell the child which appropriate behavior he/she demonstrated. 
2. Provide a positive consequence that fits the appropriate behavior.  (Circle those provided): 
• Verbal praise 
• Appropriate touch (hug, pat, kiss, high five, etc.) 
• Tangible item (thing) 
• Appropriate privilege 
3. Provide the positive consequence within 3 seconds of recognizing the appropriate behavior 
4. Get close to the child as appropriate to the situation (move toward child and be within arms 
reach, etc.).  
5. Touch appropriately (pat, hug, rub, etc.). 
6. Match facial expressions (reflect the emotion of the situation).  
7. Use appropriate tone of voice (voice matches situation, a neutral monotone is not good 
enough).  
8. Appropriate body language when providing consequence (relaxed, arms open, attentive, 
looking at child, etc.).  
9. Stay cool throughout the process (no coercives). 
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Tool #3: Ignore Junk Behavior 
 
1. Don’t say anything about the junk behavior.  (For example, “Stop that now!” and “Quit 
that!)” 
2. Don’t do anything differently when the junk behavior happens (don’t react, roll your eyes, 
stomp out of room, cross your arms, stare, etc.).  
3. Do another activity independent of the child.  
4. When appropriate behavior occurs, give a positive consequence that fits it. Circle those 
demonstrated: 
• Verbal praise 
• Appropriate touch (hug, pat, kiss, high five, etc.) 
• Tangible item (thing) 
• Appropriate privilege  
5. Give the positive consequence within 3 seconds after the appropriate behavior begins. 
(Sometimes the stopping of junk is the appropriate behavior.) 
6. Stay cool throughout the process (no coercives). 
 
 
Tool #4: Pivot 
 
1. Don’t say anything about the junk behavior.  (For example, “Stop that now!” and “Quit 
that!)” 
2. Don’t do anything differently when the junk behavior happens (Don’t react, roll your eyes, 
stomp out of room, cross your arms, stare, etc.)  
3. Immediately give a positive consequence for an appropriate behavior of another child.  
(Praise, touch, item, privilege.) 
4. Give a positive consequence for the appropriate behavior of the child with junk behavior 
(when appropriate behavior starts or the junk behavior stops). 
5. Give the positive consequence within 3 seconds of the start of the appropriate behavior. 
6. Stay cool throughout the process (no coercives).  
 
Tool #5: Stop-Redirect-Give Positive Consequences 
 
1. Get within arms reach of the child (before saying anything). 
2. Say only, “Stop (behavior)” or something like,  “Don’t hit”. (Score no if longer comments or 
repeated comments made.) 
3. Make sure the child stops the behavior. (Use gentle physical guidance if necessary.)  
4. Tell the child to do something else (i.e., a positive alternative activity). 
5. If the child does not do an appropriate activity within 3 seconds, model, or gently guide them 
to do the activity. 
6. Give a positive consequence for doing the appropriate behavior (praise, touch). 
7. Give the positive consequence within 3 seconds after the appropriate behavior begins. 
(Stopping serious behavior may be the appropriate behavior.) 
8. Do not say or do anything about junk behavior throughout the process. 
9. Stay cool throughout the process (no coercives) 
 
 184 
 
Tool #6: Set Expectations 
 
Part I.  Set the Expectations 
1. Set the stage: time (away from the behavior) 
2. Set the stage: place (uninterrupted) 
3. Set positive tone 
4. State the expectation clearly and specifically (when, where, what, how). 
5. Briefly reflect the child’s feelings (empathy), if necessary (e.g., “You sound upset...”) 
6. Briefly explain the benefits of this expectation, only if the child asks 
7. Ask the child to restate the expected behavior.  (Use the broken record method if needed.) 
8. Acknowledge and praise the child’s restatement of the expectation (continuing to ignore any 
junk behavior). 
Part II: Set the Consequences 
9. State clearly the consequences for meeting and not meeting the expectation. 
10. Negotiate as necessary.  
11. Ask the child to restate the behavior and the consequences.  
12. Acknowledge and praise the child’s restatement. 
13. Ignore the junk behavior of the child, if necessary. 
14. Stay cool throughout the process (no coercives) 
 
 
Tool #7: Use a Contract 
Daily Target Behavior 
Describe the daily behavior you expect from the child: 
When do you expect the behavior during the day? 
What can he/she earn each day? 
When will you review the daily behavior? 
Weekly Target Behavior  
Describe the weekly behavior you expect from the child: 
What can he/she earn each week? 
When will you review the weekly behavior? 
 
Tool #8: Use Time-Out 
 
PART I:  INITIATE TIME-OUT 
1. Get and stay near the child (within arm’s length). 
2. Say, “Stop.  You may not ______.  You must go to time-out.” 
3. Wait 5 seconds for the child to go unassisted. (If the child goes, jump to step 8.) (If the child 
starts to run away or does another time out behavior move to step 7.) 
4.  Ignore junk behavior throughout tool. 
5.  If the child doesn’t go to time-out after 5 seconds, give a touch prompt and repeat, “You 
must go to time-out..” 
6. Fade touch if the child continues on his/her own 
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PART II  TIME-OUT 
7. If the child does not go with a touch prompt , another time-out behavior occurs, or the child 
starts to run away use gentle physical guidance. 
8. Say, “You must remain calm for ___ seconds/minutes (3 minutes or less). The time will start 
when you’re calm.” 
9. Begin to time (the same time specified in Step 8) when the child is calm. 
10. Reset if the child becomes agitated (for the same time specified in Step 8). 
PART III: EXIT TIME-OUT (after 3 minutes or less of calm) 
11. Ask the child, “Are you ready to get out?”  
12. Ask the child, “What did you do?”  
13. Ask the child, “When you’re upset, what could you do instead?” 
14. Discuss consequences (i.e., clean-up, restitution), if appropriate.   
15. If agitation occurs go back to step 8.   
16. When time-out is completed, redirect the child to an appropriate related behavior. 
17. Praise the redirected appropriate behavior. 
18. Stay cool and do not use coercives throughout. 
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Appendix D: Scripts for Role-Play Tests 
Tool #1: Stay Close 
 
Keep the time of this role play to around 1 minute 
 
Trainer tells the Participant: 
? You are in the kitchen getting a drink out of the refrigerator. 
? Your 12-year-old child comes home from school and sits at the kitchen table. 
? S/He looks sad. 
? Show me what you would do. 
 
Co-Trainer’s Role: 
• You are 12 years old 
• You come home from school and walk through the door looking sad. (Your best friend at 
school is moving to ___________(pick a city that is over 100 miles away) at the end of the 
(semester or month). You are very upset at the thought of losing your best friend. You want 
to talk to your parent about it.) 
• Sit at the kitchen table away from your parent. (When you sit at the table, be far enough that 
the parent must move in order to be within arms length and or touch you.) 
• When you begin to discuss your friend moving, respond morosely and make emotional 
comments such as: I had a crappy (shitty) day, this sucks, it’s stupid and I hate this.  
• Make these types of comments intermittently.  
• Stop immediately if/when an empathy statement is made. 
• If the parent asks questions, answer them, without talking too much 
• Avoid eye contact until the parent makes an empathy statement. 
• Since problem solving is not part of Stay Close, especially prior to making an empathy 
statement, respond with more verbal junk (ask a “why” question or argue with the parent). 
• If the parent doesn’t ask why you are so sad, complain about your friend moving so that the 
role-play continues. 
• Remember that you want to talk to your parent. 
Trainer: 
• Watch the parents Body Language. Arms folded, hands on hips, standing over the top of the 
child and looking at things other than the child are not appropriate. Wait to see if they 
change. 
• Close Proximity and Appropriate Body Language must occur by the ½-way point for it to be 
scored as “yes”. 
• If an Appropriate Touch occurs, even at the very end, it is scored as a “yes”. 
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Tool #2: Give Positive Consequences 
 
Suggested Props: Something that looks like a video game controller. 
 
Trainer tells the Participant:  
? You are about to enter the living room. 
? You know your two children are in the living room playing video games. 
? You know your children often argue when they play video games. 
? Show me what you would do when you enter the living room. 
? (If there is one trainer pretend that the other child is there) 
 
Trainer’s Role: 
• You are playing a video game with your sibling. 
• As your parent enters, your sibling says, “I want a try!” 
• You say, “Okay, here you go,” as you hand him the controller. 
• If the parent does nothing, you say, “Let me try again.” 
 
Co-Trainer’s Role:   
• You are playing a video game with your sibling. 
• As your parent enters the room, say, “I want a try!” 
• Take the controller and play. 
• If sibling asks for another try, hand controller back. 
 
Trainer: stop the role-play after the video game controller has been passed back and forth twice 
(whether parent comments or not).  If the parent makes a negative response, for example, “I can’t 
believe you aren’t arguing!” then stop the role-play.  If the parent acknowledges, in some 
positive way, that the children are sharing, this will end the role-play. 
 
Tool #3: Ignore Junk Behavior 
 
Trainer tells the Participant: 
? You are in the kitchen after dinner. 
? Your 11-year-old child is reading a book he/she likes. 
? His/Her homework is finished. 
? Ask him/her to take out the garbage. 
 
Co-Trainer’s Role: 
• You are the 11-year-old child. 
• You are reading a book you really like. 
• You do not want to take the garbage out. 
• You have just been told to take out the garbage. 
• Whine, “But I’m reading my book”. 
• You roll your eyes, slam the book shut and slowly get up. 
• Walk very slowly, shuffling your feet, pick up the garbage. 
• Say:  “How come I always have to take the damn garbage out?” 
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• Emit some more junk, but pause occasionally, allowing the parent time to speak. 
• Once the garbage is out, slam the door, pick up your magazine, and say “There, are you 
happy now?” 
Tool #4: Pivot 
 
You need to have three people available for this role play, or you need to both score the 
participant and act as the compliant child.  When you set up the scene with the participant be 
sure to explain that you are a child.   
 
Trainer tells the Participant:  
? You have two children, a five-year-old and a six-year old.   
? You come into the room they are in and tell them to get ready for bed and go brush their 
teeth.   
? You have them go brush their teeth at the same time, in the same bathroom. 
? Show me how you would do this. 
 
Co-Trainer’s Role (Five-year-old) 
If you are the 5-year-old child, you will argue and complain about brushing your teeth.  
• It is too early to go to bed.  
• You will whine and complain.   
• You will not move towards brushing your teeth with the initial request.   
 
You say things like: 
• You hate the toothpaste.  It hurts your mouth. 
• You are not tired, it is too early. 
• Why do I have to brush my teeth 
• After making several of these complaints and staying where you were, you start going very 
slowly towards the bathroom to brush your teeth. Continue complaining and whining during 
this time.  Then brush your teeth. 
 
If you are the 6-year-old child, you will get up immediately when told to go brush your teeth.  
• Go to the designated bathroom and begin to loudly make tooth brushing sounds and motions.   
• Make sure to brush for at least until the participant praises your behavior or for 15 seconds.   
• When finished go to the designated bedroom and sit down. 
 
Tool #5: Stop-Redirect-Give Positive Conseuquences 
 
Trainer tells the Participant:   
? You are in the living room with your three year-old child and your two month-old baby who 
is sleeping in the bassinet.   
? The three-year-old throws a small plastic toy in the bassinet.   
? You are too far away to prevent this from happening.  
? Show me what you would do. 
 
Co-Trainer’s Role:   
• You are the three year-old child sitting on the floor. 
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• You are just playing in the living room with your plastic toy. 
• You throw a small plastic toy into the bassinet where the baby is sleeping.  
• As you throw, you say, “Baby wants toy.”  
• If you are redirected, give a brief bit of whining and crying and briefly resist by pulling 
against the parent or falling to the floor and stomping feet, but not for more than three to five 
seconds. 
• If there is no intervention, get the plastic toy and throw it in again. 
 
Tool #6: Set Expectations 
 
Trainer tells the Participant:  
? Your ten-year-old child rarely makes his/her bed in the morning before coming to breakfast. 
? Tell the participant that “ sometimes she makes the bed and sometimes she doesn’t.  The last 
time she did was_________(pick a day within the past week).” 
? You want the child to make his/her bed each morning before coming to breakfast. 
? Your child loves to ride his/ her bike to school. 
? Sometimes he/she is allowed to ride the bike and sometimes he/she is not.  It does not depend 
on him/her doing or not doing anything (i.e., making the bed). 
? You want to work out a plan so that every day that the bed is made before breakfast, the child 
earns the privilege of riding his/her bike to school. 
? If the bed is not made, then he/she does not earn the privilege of riding the bike and will have 
to take the bus to school. 
? Your child hates to ride the bus to school. 
? Ask the participant: “When would you talk to the child about the plan? Who would be there? 
Why would you want the child to make the bed?” 
? Show us how you would tell your child about this plan. 
 
Co-Trainer’s Role:   
• You are the ten-year-old child. 
• You do not like to make your bed in the morning. 
• You hate riding the bus.   
• Listen to you parent’s plan. 
• Say, “It’s hard to make my bed.” 
• Show that you are pleased with the opportunity to ride your bike. 
• Display junk behavior when discussing riding the bus as a consequence of not making your 
bed (e.g., “And if I don’t make my bed, I’ve got to take the stupid bus,”). 
• State the expectations back to the parent while displaying mild junk behavior (e.g., tone of 
voice, body language, choice of words). 
• Try to negotiate some terms (e.g., ask the parent if he/she will take you to school on rainy 
days when you can’t ride your bike). 
• Ask, “Why do I have to make my bed?”   
• Appropriately re-state the expectations to the parent. 
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Tool #8: Use Time-Out 
 
Note to Trainer: This role-play requires three people. If needed, you should play the four year-
old child who gets into an argument with your five year-old sibling about a program you want to 
watch and he doesn’t. 
 
Trainer tells the Participant: 
? Your five-year-old child is in the living room watching television with a four-year-old 
sibling.   
? They get into an argument, and the five-year-old picks up the TV remote and throws it on the 
floor and it breaks, he/she then starts to hit and yell at the younger child.   
? You see this happen while you are standing in the hall.   
? Show me how you would put the five-year-old in time out in the chair. 
 
Co-Trainer’s Role: 
 
Before you get there - 
• You are the five- year-old child. 
• When you are told to go to time out begin emitting junk behavior. 
 
• If given a touch prompt, begin to go to time out. 
• Get as close as 3 feet from the chair to see if the parent fades the touch prompt. 
• If the parent fades the touch prompt, as soon as they do try to get away (remember you are a 
5 year-old, not your age). 
 
• If a touch prompt is not given, try to get away (again, you are 5). 
 
• If/when physical assistance is given, resist enough to find out whether the parent will make 
you go to time out. 
• If the parent doesn't make you go, go anyway. 
 
In the chair - 
• Stay in the chair. 
• Continue to emit junk for 3-5 seconds. 
• Wait 5 seconds, then begin junk again for 3-5 seconds. 
 
Exit - 
• Become agitated during the parent's first attempt to exit. 
• Comply with the second exit attempt. 
• If redirected to an activity, give the parent 3 seconds to give praise. 
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Tool #9: Assessing Behavior using ABC’s 
 
?Note:  The Trainer and Co-Trainer will act out two scenarios.  One depicting inappropriate 
behavior and the other depicting the alternative appropriate behavior.  The participant will fill in 
the “table”.  Act out Scenario One, have the participant complete the table and then act out 
Scenario Two and have the participant complete the table for Scenario Two.  You can do this 
with the entire group to save time before you begin the individual pre or post tests. 
 
Props needed:   
• Markers  (crayons optional) 
• Paper (coloring books optional) 
 
Assist the participant by reading the table for the participant and/or writing in his/her responses, 
as needed. 
 
Before the beginning scenes, trainer states to participant:  “Watch these scenarios and fill in the 
table, concentrating on the child’s behavior.  Both scenes involve a parent and a six-year old 
child diagnosed with ADHD and Oppositional Defiant Disorder.” 
 
Scenario One (Inappropriate Behavior) 
• A six-year-old child is sitting at a table that has only one magic marker on it.  
• Parent says to the child, “Don’t you mess up now!  You just sit there and be quiet until I get 
back.”  Parent walks out. 
• Child says, “I am bored.” Child gets up and writes his/her name on the wall. 
• The parent comes into the room, loos at the wall, and begins to scream at the child. 
• Parent: “What did you do? Don’t you know any better than that? Get that cleaned up right 
now”! 
 
?Note to Trainer: Instruct participants to fill in the table boxes for Scenario One. 
Scenario Two (Appropriate Behavior) 
 
Scenario Two (Appropriate Behavior) 
• Parent says to the child, “I need to go do a few things, but here is a coloring book and some 
crayons for you to use until I get back.”  Parent walks out 
• Child walks into the room where materials are on the table. 
• The child begins to draw and color.  The child is smiling and on task. 
• Parent walks into the room, stops, place his/her hand on the child’s shoulder, briefly saying, 
“Are you doing okay?”  Child nods affirmatively and parent says, “Good”.  And leave. 
• Parent comes back and says, “You are becoming quite that artist.  I really like the colors you 
are using in that picture.” 
• Child (with big smile): Thanks, Mom (Dad).” 
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 Appendix E: Class Satisfaction Evaluation 
 
  Class  
Dates/Location: 
 
Instructor:  Behavior 
Analyst: 
 
 
Please rate the following parts of the Parenting Tools for Positive Behavior Change course you 
completed.  For each statement, please circle a number from 1 to 5, using the following scale. 
1 
Strongly 
Disagree 
2 
Somewhat Disagree  
0  
Neither Agree nor 
Disagree 
4  
Somewhat Agree  
5  
Strongly Agree  
 
 
1. The tools taught in class were helpful (they helped me with the children in my home). 
      
1 2 0  4  5  
 
2. The skills I learned in class will be helpful to me in the future. 
      
1 2 0 4  5  
 
3. I enjoyed the role-plays (when the Behavior Analyst pretended to be the child and I showed them what I would 
do). 
      
1 2 0 4  5  
  
4. The role-plays helped me learn the new parenting skills. 
      
1 2 0 4  5  
 
5. The checklists (the list of steps required for each parenting tool) were complex. 
      
1 2 0 4  5  
 
6. The checklists were easy. 
      
1 2 0 4  5  
 
7. The number of steps in the checklists was reasonable. 
      
1 2 0 4  5  
 
8. I completed the readings on a weekly basis. 
      
1 2 0 4  5  
 
9. The readings were informative and helpful. 
      
1 2 0 4  5  
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Please rate the following parts of the Parenting Tools for Positive Behavior Change course you 
completed.  For each statement, please circle a number from 1 to 5, using the following scale. 
 
1 
Strongly 
Disagree 
2 
Somewhat Disagree  
0  
Neither Agree nor 
Disagree 
4  
Somewhat Agree  
5  
Strongly 
Agree  
 
10. The instructor arrived on time for class.  
      
1 2 0 4  5  
 
11. The instructor was friendly and courteous.  
      
1 2 0 4  5  
 
12. The instructor was knowledgeable about the information taught in class.  
      
1 2 0 4  5  
 
13. The instructor was excited about the information taught in class.  
      
1 2 0 4  5  
 
14. The instructor made the information understandable to me during the lectures, activities, and when answering 
questions.  
      
1 2 0 4  5  
 
15. I used the suggestions the Behavior Analyst made to reduce individual child behavior problems. 
      
1 2 0 4  5  
 
16. The Behavior Analyst was helpful in working with me to improve individual child behavior problems.  
      
1 2 0 4  5  
 
17. The Behavior Analyst tried to schedule weekly appointments with me. 
      
1 2 0 4  5  
 
18. I used the home behavior-recording tool weekly.  
      
1 2 0 4  5  
 
19. The home behavior-recording tool was useful and helpful.   
      
1 2 0 4  5  
 
20. I would call the Behavior Analyst (or a counselor to request services from a Behavior Analyst) if a child in my 
home has a serious behavior problem. 
      
1 2 0 4  5  
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Please rate the following parts of the Parenting Tools for Positive Behavior Change course you 
completed.  For each statement, please circle a number from 1 to 5, using the following scale. 
 
1 
Strongly 
Disagree 
2 
Somewhat Disagree  
0  
Neither Agree nor 
Disagree 
4  
Somewhat Agree  
5  
Strongly 
Agree  
 
21. The amount of time I spent in class was reasonable. 
      
1 2 0 4  5  
 
22. The day and time of the class was convenient. 
      
1 2 0 4  5  
 
23. Travel time to class was a hardship. 
      
1 2 0 4  5  
 
24. Contact with other families was beneficial. 
      
1 2 0 4  5  
 
 
For each question, please check “yes” or “no”. 
 
Were you required to take the class (did someone from Children and Families tell you that you must take the class)?    
Yes_____         No_____ 
 
Did you receive any money for taking or completing the class?     
Yes_____         No_____ 
 
Did you receive daycare or babysitting services or money while you were taking the class?  
Yes_____         No_____ 
 
Did you receive travel or mileage money while you were taking the class?  
Yes_____         No_____ 
 
 
 
Thank you for completing this survey.  Please write any general comments, suggestions, complaints, or praise below 
or on the back of this form.  We are very interested in your opinion of the class.   Please let us know how we can 
make this class more enjoyable and helpful to you. 
 
 
 195 
Vita 
 
Carole Marie Van Camp is a graduate student at Louisiana State University. She has 
recently completed her predoctoral internship at the University of Florida, Behavior Analysis 
Services Project, where she currently is employed as a Senior Behavior Analyst and Direct of 
Research.  Her research interests include applied behavior analysis, assessment and treatment of 
behavior problems, parent training, and child welfare. 
 
